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Portfolio Introduction
This portfolio contains a selection of the work completing during my Doctorate of Clinical 
Psychology (PsychD) training course from September 2008 to July 2011.
This portfolio consists of one volume containing an academic, clinical dossier and research 
dossier. It will be lodged in the University of Surrey library as a public document. The academic 
dossier contains; two essays, three Problem Based Learning accounts and two summaries of 
Personal and Professional Learning Discussion Group process accounts. The clinical dossier 
contains: summaries of the five placements completed, four case report summaries and a 
summary of the oral presentation of clinical activity. The research dossier contains: the 
research logbook, the Service Related Research Project (SRRP) completed in year 1, evidence of 
dissemination of the results of the SRRP, an abstract of the qualitative research project 
completed in year 2 and the Major Research Project completed in year 3.
The work presented in this portfolio reflects the range of client groups, presenting problems 
and psychological approaches covered during the course. Within each dossier the work is 
presented in the order that it was submitted to illustrate the development of my clinical, 
academic and research skills during training
Statement of Anonymity
Identifying details have been changed or removed in this portfolio in order to maintain 
confidentiality and anonymity
Copyright Statement
No part of this portfolio may be reproduced without permission of the author, except for 
legitimate academic purposes. © Tracy Lee Johnson, 2011.
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Introduction
The Diagnostic and Statistical Manual of Mental Disorders Fourth Edition Text Revision 
(American Psychiatric Association, 2000) uses a prototypical approach for organising and 
classifying behaviour, which identifies some characteristics as being essential for diagnosis and 
some additional criteria that can vary between clients (Barlow and Durand, 2001). The World 
Health Organisation and its International Classification of Diseases (ICD) also uses this 
categorical approach, ensuring this model has worldwide exposure. This way of looking at 
mental distress is akin to a 'medical model'. Its foundations and assumptions are firm ly rooted 
in the positivist-empiricist scientific ethos from which it emerged (Craven and Coyle, 2007). This 
classification system, retained though the revisions of the Diagnostic and Statistical Manual 
(DSM), has withstood years of criticism (Cromby, Harper and Reavey, 2007). Each revision of 
the DSM has been an attempt to address issues of reliability, improvements in the evidence 
base and issues around construct and conceptual validity (Acton and Zodda, 2005). However, it 
seems that mounting criticisms have lead to people debating the validity of this approach to 
conceptualising human behaviour. Thus, we see the front cover of a widely distributed 
professional publication depicting, on the surface, the burning of a book, but on reflection, we 
can perhaps interpret it as a questioning of the fundamental assumptions on which the DSM is 
based. This questioning of a well-reputed and international way of conceptualising human 
distress is destined to raise issues for service users, psychiatrists, clinical psychologists, and 
myself.
This essay title was interesting to me as it drove personal examination of the fundamental 
principles of modern diagnosis. As a young and idealistic research assistant in my first post at 
the Early Psychosis Prevention and Intervention Centre (EPPIC) in Australia, I was exposed to 
Richard Bentall's seminal publication Madness Explained (2003). The book was recommended 
to me and I consumed its contents wholeheartedly and without critical reflection. The idea that 
we could abandon the stigmatising label o f 'Schizophrenia' in favour of looking at people's 
experiences from a complaint or symptom oriented approach was especially appealing to me, 
as I had seen the effects of a recent psychotic diagnosis on the young people involved in my 
study. Since that time however, my enthusiasm for this has diminished somewhat. My various
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NHS and research employers have reinforced the use of diagnostic labels over the years. I am 
now interested in taking a more critical look at the literature and forming my own opinions. I 
am wondering what issues would arise if we expand Bentall's thoughts about psychosis and 
applied them to other disorders, if the dominant way of understanding distress is abandoned.
This essay aims to examine how the socio-cultural context that the DSM emerged from can be 
interpreted as a modernist way of conceptualising mental distress. This will raise issues for 
people highly invested in this process if there is to be a paradigm shift away from the 
established ways of thinking Furthermore, this essay will explore the issues that may arise for 
myself and people who encounter mental health services, when we no longer interpret distress 
in a structured modernist way. Additionally, it will explore the possible issues raised if we begin 
to use postmodern ways of thinking about mental health.
The Diagnostic and Statistical Manual
The American Psychiatric Association is in the midst of preparing for the fifth revision of the 
DSM. As with past revisions, there is substantial debate regarding the limitations and 
frustrations brought about by conceptualising mental distress in a categorical fashion. The 
question I began to ask myself when looking at the literature around this topic was "why was 
the DSM organised in this particular way?" I believe in order to understand and critically 
evaluate this way of explaining the world, it is important to be aware of the socio-cultural 
environment that produced the DSM. This will lead to a better understanding of the principles 
and assumptions that underpin this method of classification. I will attempt to uncover some of 
the issues that may arise for professionals, service users, and myself if distress is no longer 
conceptualised in this way.
Where Did the DSM Come From?
The early versions of the DSM were constructed using an "expert consensus approach" to 
categorise distress, which were collated by a small proportion of psychiatrists in the United 
States (Acton and Zodda 2005). These versions were criticised as being unreliable as they 
provided only descriptions of the disorders, rather than specific criteria to use for diagnosis 
(Boyle, 1999). Mayes and Horwitz (2005) state that at this time there was a 'crisis of legitimacy' 
in psychiatry, which ended with scientific success on the release of the Diagnostic and
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Statistical Manual of Mental Disorders Third Edition (DSM-III; American Psychiatric Association, 
1980).
I was able to locate a wealth of resources that examine the development of the DSM-III all of 
which share similar key points (Acton and Zodda, 2005; Bentall, 2003; Boyle, 1999; Hyman, 
2002; Lazaroff, 2006; Wakefield 1992; Wakefield and First, 2002). The structure and content of 
the DSM-III arose in part as a rebuttal to the criticisms of the anti-psychiatry movement of the 
1960's and 1970's. Its aim was to re-establish the importance of reliable diagnosis in psychiatry. 
This edition, which subsequent successors have built upon, offered an atheoretical taxonomy 
of distress. This shedding of theory was deemed essential, as psychiatry and its largely 
unreliable psychoanalytic diagnostic systems used in previous editions, was perceived to be 
drifting away from physical medicine. Thus, DSM-III aimed to reposition psychiatry and 
psychiatric diagnosis within the medical model. Boyle suggests that this was to give the DSM 
'...professional and social legitimacy...' (p.76).
Bentall (2003) reinforces these thoughts when he stated that this is both a 'neoKraepelinian' 
way of looking at human distress and also a biological approach, developed to imitate the 
medical model of physical health. Hyman (2002) also suggests that the disorders of the DSM-III 
are constructed like medical diseases. Disorders were accurately categorised, operationalised 
and have distinct symptoms and signs. Acton and Zodda (2005) and First (2008) state that an 
assumption was made by the developers of the DSM-III that specific biological markers would 
be discovered to further operationalise and define the diagnostic categories. These 
prophesised advances in genetics and neuroimaging techniques would then provide the 
etiological understanding to provide construct validity for this atheoretical taxonomy.
These critical appraisals of the development of the DSM, although consistent with my general 
critical eye for established ideas, leave me feeling quite uncomfortable. Although there may 
have been an attempt to re-align psychiatry with the more socially acceptable medical 
profession, I would hope that this was just a secondary outcome and not the central goal of the 
DSM-III revision. 1 am left wondering whether the psychiatrists behind the development of the 
DSM were primarily attempting to alleviate the distress they saw in their practice and whether 
they thought this model would ensure the reliable and effective diagnosis and successful 
treatment of people under their care.
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It is this steadfast attempt to socially and culturally position the DSM and its diagnoses that 
mean issues will arise if we consider burning it. Many people over a number of years have 
worked hard to reinforce this way of categorising distress as the central and 'true' solution. The 
DSM has already stood up to mounting criticism and has been adapted and changed in 
response to this. The people who have invested much time, money and reputation on keeping 
the DSM closely aligned with the medical model may not accept the burning of the tool on 
which much of their expertise is based. Locke (2002) a prominent member of the psychological 
community reinforces this by saying that he fears that this alternative viewpoint will undermine 
the status of psychology or 'poison the field' (p.458).
The DSM and Modernism
As explored above, the DSM developed in such a way that it is inexorably linked to how 
physical illness is viewed, but it may also be thought of as a modernist way of understanding 
human behaviour. Gergen (1992) states that modernists believe there is a definite and 
knowable world and that there are underlying principles or structures to discover. Modernists 
also believe that one can also derive 'truths' from the subject being studied by employing 
empirical methods. This is evidenced in the way that the recent editions of the DSM have 
focussed on using the scientific method and positivist-empiricist science to categorise distress. 
The revisions of the manual have sought to maximise sensitivity and specificity to elucidate the 
hidden underlying structure of the human mind (Acton and Zodda, 2005).
Why Would the DSM Burn?
These modernist principles have given the DSM what can be interpreted as a sense of certainty, 
that it is something solid and reliable. It is considered to be an unquestionable, unassailable 
weighty and authoritative tome. I was operating within this mental framework when I was first 
thinking about this essay topic. One of my initial questions therefore was "Why on earth would 
we want to burn the DSM?" Thoughts of this kind seem to be what Boyle (1999) meant when 
she stated that the need for, and use of, diagnosis (and thus the DSM) is taken for granted. She 
believes that this is because of its links to science, the medicalised language that it uses, and its 
claims of scientific truths, all of which reinforce the idea that the DSM adheres to  modernist 
principles. Houts (2002) echoes this sentiment stating that the 'great danger' of the DSM is that 
people do not consider alternative ways of thinking as it is viewed as grounded in established 
science. However, in stark contrast to these statements there seems to be no end to the
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amount of articles and discussions that question the use of the DSM and categorical diagnostic 
structures. This essay is not the appropriate forum to discuss the legitimacy of the DSM, 
however it may be useful to state briefly the main sources of criticism, and why we are thinking 
of burning the DSM.
The most pervasive criticism is that when the DSM-III tried to account for the consistency issues 
of previous versions by making it highly reliable and atheoretical, major sacrifices were made in 
terms of the validity of its constructs (Hyman, 2002; Wakefield, 1992). This theory also 
underpins the criticism that the DSM is not sufficient at avoiding comorbidities or 'excessive 
diagnostic co-occurence' and disputes regarding where one disorder ends and another disorder 
begins or 'unresolvable boundary disputes' (Widiger and Samuel, 2005). There has also been 
much controversy over what the DSM has determined as the definition of a disorder. Houts
(2002) finds it remarkable that there has been a 300% increase in diagnostic labels from DSM-I 
to DSM-IV and it has been suggested that this may be because it is pathologising normal 
behaviour (Wakefield and First, 2002). Furthermore, to date, there has been no convincing 
evidence that there are underlying pathological profiles that allows us to distinguish between 
people from differing diagnostic categories (Moncrief, 2007). One final main criticism is that 
the DSM localises 'disorder' within the person and does not tie it to the wider social context in 
which a person inhabits (Lazaroff, 2006).
Due to the weight of these many criticisms, Bentall (2003) suggests that there may be a 
paradigm shift occurring in the way that we understand mental distress. Wiggins and Schwartz 
(1994) give a good overview of the work of Thomas Kuhn, a philosopher on the history of 
science. His publication 'The Structure of Scientific Revolutions' asserts that knowledge is 
recognised as a 'truth ' and attains dominance in a field if it is widely accepted by practitioners. 
He goes on to say that over time, there is accumulation of knowledge that does not f it into the 
existing way of conceptualising a topic, which leads to a paradigm shift. As demonstrated in the 
previous paragraph, there are criticisms that challenge the fundamental principles that 
underpin the DSM and the diagnostic approach. Therefore, we may look at the symbolic 
burning of the DSM as the recognition that a paradigm shift may be occurring.
If there is to be a total paradigm shift rather than the current fragile co-existance of modernist 
and postmodernist viewpoints, there will be stakeholders who benefit and those who lose out.
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In the next section, I aim to discuss the issues raised for service users and myself if diagnostic 
labels are not used. I will also discuss psychiatrists and the drug companies for whom many 
issues will arise. McCully (2008) states that people who have more to lose in a paradigm shift 
are the ones more deeply engaged in the old paradigm and I believe that drug companies and 
psychiatrists will be most affected by the burning of the DSM.
The World Without The DSM
If we conceptualise distress a in a different way, or if we 'burn' the DSM, it makes me wonder 
what will become of the structures, knowledge and systems that have developed on the 
understanding that the DSM was 'truth '. Hyman (2002) gives a good example of this when he 
states that "psychiatric diagnosis is obviously crucial to clinical care, research and public 
health... the school systems and the criminal justice system". Although there is a plethora of 
dissenting viewpoints which have lead to what we can conceptualise as a paradigm shift, I 
believe it may be useful to discuss the issues that might be raised if we no longer look at 
psychological distress in a modernist way.
Benefits of Diagnosis for Service Users
Articles that address this issue seem to do so very briefly, like an afterthought, as though only 
to add balance into their argument. This may be because most sources that discuss this issue 
are doing so from a critical psychiatrist perspective. However I feel that it is important to 
discuss this more fully as in my limited experience I have witnessed some of the positive 
benefits to obtaining a diagnosis. The main positive benefits addressed by the literature seem 
to fall into two categories: how diagnosis can serve beneficial functions for individuals and how 
it enables access to services.
Ruscio (2004) and Erikson and Kress (2005) both state that labelling anomalous experiences as 
a diagnosis defines and allows people to have a concrete explanation for their experiences. 
Finding that there is an underlying 'truth ' that has been discovered, a reason for the occurring 
distress, seems to be beneficial to some people. If people are encouraged to believe that they 
have what is akin to a physical disorder, it may free people from feelings of self-blame or 
receiving the blame of others. Huibers (2006) adds that diagnosis can often provide a socially 
acceptable reason for not being able to cope. Diagnosis may also provide a reason for people
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behaving in a socially unacceptable way. For example, 'my child is not naughty he has ADHD'. 
This viewpoint appears in many media sources and is commonly overheard discussed between 
mothers on internet message boards and at the school gates. Even though, as discussed earlier, 
the foundations that hold up these diagnoses are shaky, they may have protective factors for 
some clients.
Recently in starting my clinical placement, my supervisor introduced me to a technique called 
'problem reduction', which she uses in conjunction with diagnosis in her assessment sessions. 
Neenan and Dryden (2004) describe problem reduction as a way to help the therapist and 
client from becoming overwhelmed with a large list of issues that the client might bring to 
therapy. My supervisor has encouraged me to use a diagnostic label as a problem reduction 
technique when in an assessment session. For example, in her first session one of my clients 
reported, amongst other things, that she was not eating very much, that she has trouble 
sleeping, that she couldn't concentrate enough to even watch television and she was crying 
almost every day. Her list of problems was quite overwhelming for her and seemed 
insurmountable. By explaining to my client that some of her issues were common symptoms of 
depression, it provided evidence that they were just different aspects of a single problem. 
Neenan and Dryden state that this can engender hope and a sense of control for a client, as 
when the central problem is addressed, in this case depression, the other issues will be 
ameliorated.
The use of diagnostic labels is very central to the way that many of the state and voluntary 
services work with people in distress. The benefits system (Campbell, 2007), patient 
organisations (Huibers, 2006), treatment services (Erikson and Kress, 2005) and American 
insurance companies (Houts, 2002) may use these criteria for referral and acceptance. These 
services have a large bureaucratic element that developed in response to the use of diagnostic 
labels and around which service delivery and planning is arranged. This is evident when 
thinking about the many specialist services that are offered alongside the more general 
Community Mental Health Teams. Although there are arguments for providing mental health 
services that are based on risk, level of distress and quality of life as they would be more 
ecologically valid (Kinderman, Sellwood and Tai 2008). It would also mean that there would 
have to be fundamental changes in the way that services and benefits are organised and
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designed. Issues could be raised if people are not being provided with the support that they 
need to live with distress.
If we cease to provide diagnostic explanations for our clients there may be some service users 
that could feel, that they are experiencing something that is their fault, that is too large to be 
dealt with easily, that is not well understood, or cannot be treated effectively.
Psychiatrists and Drug Companies
As discussed previously psychiatrists have the most to lose from this paradigm shift. Mayes and 
Horwitz (2005) state that fundamental changes to the way that psychiatrists work began with 
the creation of the DSM-III, The primary role of the psychiatrist is to diagnose and to 
conceptualise distress based upon the medical model and then use this model to recommend 
treatments, mainly medication. However, as Bracken and Thomas (2005) explain there seems 
to be a difference in the psychiatrists who work in a more clinical setting and academic 
psychiatrists, in their willingness to challenge the received modernist model of mental distress. 
Bracken and Thomas assert that psychiatry and in particular, academic psychiatry is a 
'modernist enterprise'. The socially legitimised identity that psychiatrists have developed over 
the years, centred on the idea that they were providing scientific treatments which gave them 
authority. This was further reinforced by the fact that they are backed by a very powerful 
industry, the pharmaceutical industry.
The power and influence that drug companies have over our conceptualisation of mental 
distress cannot be ignored. Johnstone (2000) gives a good overview. She states that 
pharmaceutical companies are amongst the most profitable and powerful companies in the 
world today and have a large stake in promoting the medical model and chemical solutions to 
distress. They are effective at marketing their products to the people who prescribe, using a 
large variety of techniques and a big budget that ensures their brands remain in the doctor's 
minds. They also are able to influence the kinds of research that are completed as their 
advertisements pay for the publication of many journals. Additionally, they seem to be apt at 
'selling diseases to create markets for their products' (p. 171). I believe that it is unlikely that 
psychiatrists and the profit driven drug companies would make the transition smoothly into 
working outside the medical model, or within a postmodern framework
Evaluation of Academic Competence- Adult Mental Health Essay
Page I 12
Truth, Certainty, the DSM and Being a Trainee
Clinical psychologists often use diagnostic labels as heuristic devices (Wiggins and Schwartz, 
1994). It is convenient shorthand for communicating information amongst themselves and to 
the public. Most people understand what the concept of 'depression' entails without being 
privy to the finer details. From my experience this has made learning about the different 
aspects of mental health clear and easy to access. The modernistic nature of the DSM as 
discussed previously, lends itself well to the process of learning to  be a clinical psychologist, as 
it is very structured and compartmentalised. It feels like I have very clear objectives of 
symptom definition and treatment and specific ways to achieve them. In contrast to this there 
is a suggestion that working within a postmodern framework can assist in the development of 
scepticism and critical thinking skills (Gergen, 2001). However when I first started meeting with 
clients I felt more comfortable with symptom questionnaires designed to uncover the 'truth ' 
about the clients distress and from this confidently recommend evidenced-based treatments.
In his article about clinical psychology training. Harper (2004) reinforces my feelings of 
uneasiness of operating outside the diagnostic model. He states that trainees often find 
therapy an 'uncertain endeavour' and that they sometimes want to be certain due to their 
earlier experiences with employment that encourages technical rationality. He suggests looking 
towards Mason's (1993) concept of 'safe uncertainty' for guidance.
Mason (1992) describes my feelings as wanting to have 'Safe Certainty'. The therapist can 
accurately detect the 'right' diagnosis for the client and then leads them to a 'better' state. 
However, what Mason is recommending in his article is that therapists 'might orient 
themselves away from working from a position of knowing how things should be' (p. 195) and 
try to adopt a more curious approach. He calls this new approach 'Safe Uncertainty', which he 
explains is a 'respectful, collaborative, evolving narrative which allows a context to emerge' (p. 
194). This allowance of multiple sources of truth, a changing truth and the influence of a wider 
social and cultural context seems to f it well with a postmodern way of working with clients.
This new postmodern way of thinking, although it does address many of the issues discussed 
earlier in this paper, still might raise issues for service users, psychiatrists, clinical psychologists 
and me.
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Considering Distress in a Postmodern Way
Houts (2002) explains postmodern psychiatry as the death of the grand narrative. When 
looking at distress in this way we can say that there is no longer a fixed stable truth whilst at 
the same time, there are multiple centres of truth. Postmodern psychiatry also attempts to 
consider the wider context in which the individual exists (Bracken, 2003). Although viewing 
mental disorder with a more postmodern framework seems to address some of the issues 
stated earlier, issues still may arise for service users and mental health professionals.
Multiple Sources of 'Truth'
Modernist approaches believe in an objective and underlying truth that can be discovered, 
however a postmodernist way of conceptualising distress is through a more collaborative 
framework where there can be knowledge from many perspectives (Kvale, 1992). Bracken 
(2003) suggests that one way a multiplicity of different perspectives can be shown is through 
user involvement. There are benefits to moving towards a perspective that encourages this 
involvement. Tait and Lester (2005) suggest that service users have expert knowledge about 
their experiences and their need for services. They feel that service users can assist in the 
development of alternative approaches to delivery and treatment. However, they also suggest 
that issues may be raised for service users and mental health professionals because 
involvement can be financially demanding and time consuming, not only for the organisation, 
but for the users themselves. This can also affect which service users collaborate with 
professionals and may affect the representativeness of the viewpoints. Tait and Lester also 
state that professionals are often concerned that involved service users may be 'too well' to 
accurately represent viewpoints of all clients. Another issue that may arise is resistance by 
professionals to service user involvement. Brafield and Eckersley (2007) state that staff may 
fear change and feel threatened by user involvement. This notion is reinforced by Summers
(2003) who states that professionals may be resistant to the transferring of power to users.
Diversity and the Wider Cultural Context
One other way that multiple sources of truth are elicited in a postmodern way is through the 
inclusion of the wider cultural perspective when understanding an individual's distress. 
Modernist approaches like the DSM locate the source of pathology within the person, whilst 
not paying attention to the social and cultural context from which the distress emerges 
(Lazaroff, 2006). In postmodern approaches there is respect for subjective experiences and
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cultural context. Furthermore in treatment there is an awareness of and sensitivity to diversity. 
Patel and Fatimilhin (1999) discuss the effects of racial discrimination and violence, which often 
result in feelings of hopelessness and powerlessness and can lead to depression. At the present 
however, mental health services are still treating issues like these as having pathological 
consequences for individuals. Services would have to be 'changed radically in order to meet the 
requirements of Black and minority ethnic peoples' (p. 66). Although it may be difficult, I would 
welcome this expansion to include perspectives from a wider cultural view. In my experience in 
working with people with psychosis, most of whom were from Black and minority ethnic 
groups, often people's hallucinations, or delusions were quite culturally specific. Bentall (2003) 
also states that hallucinations and delusions are not only culturally specific, but were 
additionally historically specific. I believe it would be an advantage if there was more 
understanding and support given to understanding these manifestations of distress from a 
culturally sensitive viewpoint.
Conclusion
The DSM was developed and revised within a socio-cultural context that ensured it aligned 
itself with the medical model and conformed to modernist principles. There has been a 
concerted effort by many people for it to remain the dominant way we conceptualise distress 
and it has withstood many years of criticism. However, as this criticism mounts we can see that 
there may be a paradigm shift from a modernist to a postmodernist conceptualisation of 
distress. This shift raises issues for psychiatrists and drug companies who have a vested interest 
in maintaining the dominant paradigm. This paradigm shift may also raise issues for service 
users as sometimes diagnosis can be beneficial and afford access to services. Not using the 
DSM may also have implications for the way that new therapists can learn about mental health 
and it may also affect how qualified clinical psychologists work with their clients. Conversely 
adopting a more postmodern framework can also raise issues for service users as there are 
some barriers to being accepted as a source of expertise and currently services are not set up 
to address the wider cultural context in relation to distress. Now I have had a chance to further 
explore the area, I believe that there may be issues raised no matter which way we 
conceptualise distress. In writing this essay, I have found it quite difficult to think about how 
best to understand the people that I am working with now and will work with in the future.
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Perhaps I could try to, as Mason (1993) recommends, look at this issue with a sense of 'safe 
uncertainty'. Entertaining different ideas and not looking for the 'right' way to deliver services. I 
could possibly recognise that there will always be a state of flow and an evolving narrative that 
service providers have with the people who use our services.
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Introduction
I have been Interested In the topic of stigma and discrimination towards people with mental 
health difficulties fo ra  number of years, primarily because of other people's reaction to my 
work with young people with psychosis. My first job was in research, speaking with young 
people immediately after receiving their diagnosis. This involved inpatient interviews as well as 
home visits after discharge. I was faced with many negative views from family members and 
some friends towards my work. The prevailing belief was that people with schizophrenia were 
dangerous and deviant. My explanation that 'people with psychosis are just like other people, 
but with unusual beliefs', did nothing to dispel their fears and I was told many times to 'be 
careful'.
Even though my views were formed from psychiatric knowledge and contact with people, it did 
not seem to make a difference to the comments I heard. Although I was only exposed to a 
small proportion of the stigma that is attached to mental health difficulties, it has helped me 
appreciate Just how much of an impact stigmatising beliefs and discriminatory behaviours must 
have for the people with whom I work. In the process of writing and reflecting on this topic, my 
aim is to understand and examine the evidenced and theory based strategies in the literature. 
My hope is that I can begin to employ some of these techniques to reduce stigma, 
discrimination and foster social inclusion in the communities where I work as a mental health 
practitioner.
I am aware that my current and future clients may encounter stigma and discrimination due to 
other differentiating characteristics such as race, gender, culture, intellectual ability and 
sexuality, which may also impact on their psychological wellbeing and contribute to social 
exclusion. However, this essay will primarily focus on the stigma and discrimination towards 
people with mental health difficulties for three reasons. There is a strong association between 
the level of stigma and wellbeing (NIMHE, 2004), stigma may have just as much an impact on 
people's lives as the mental health problem (Corrigan & Penn, 1999) and there is evidence for a 
trend of public attitudes becoming less positive towards people with mental health difficulties.
An annual Department of Health survey (DoH, 2007a) found that overall, attitudes towards 
people with mental health difficulties had decreased from 1994 to 2007. This overall trend did
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not continue in the next two annual surveys. However, the 2009 report stated that there was a 
still a decrease in the proportion of participants responding positively to a number of 
statements in the survey from 1994 to 2009 (DoH, 2009). It is also interesting to note that the 
level of positive attitudes have not increased dramatically in the fifteen years since this survey 
began. These results are surprising as the National Service Framework for Mental Health (DoH, 
1999) has been in place for a decade. This document decrees that services should be working 
towards reducing stigma and discrimination and promoting inclusion. From these results it 
seems that current strategies are not efficacious in a representative random sample of over 
1500 adults in England.
In order to investigate suitable ways in which to work with local communities to reduce stigma 
and discrimination and promote social inclusion, it is necessary to understand the meaning of 
these terms. Firstly, this essay will explore the three components that make up stigma and how 
it is manifested at various levels in society. It will then examine social exclusion and its 
relationship to mental health difficulties. I will then critically examine stigma and discrimination 
from three theoretical perspectives in order to uncover some evidenced and theory based 
ways in which to work with local communities in the future. Finally, I will consider the 
possibility that mental health service providers may also hold stigmatising beliefs and discuss 
opportunities for clinical psychologists to reduce stigma within this group.
Stigma and Discrimination
stigma, as with most psychological concepts can be divided into cognitive, affective and 
behavioural components. Ottati etal. (2005) name these as stereotypes, prejudice and 
discrimination, which all can interrelate in a causal fashion. The cognitive component of this 
triad is a stereotype, which is described as a concept that functions as an efficient way of 
classifying groups of people with similar characteristics (Corrigan, Kerr et al., 2005). In contrast 
prejudice is the affective component, such as anger or fear towards others. This anger or fear 
may lead onto discriminatory behaviours such as avoidance, or withholding help (Corrigan & 
Larson, 2008). Thornicroft et al. (2007) similarly conceptualises stigma, however he proposes 
that stigma comprises of three problems: of knowledge (ignorance), of negative attitudes 
(prejudice) and of behaviour (discrimination). This conceptualisation is similar since Thornicroft 
et al. suggests that the problem of knowledge is due to the formation of incorrect stereotypes.
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The three components can manifest differently depending on which level the stigma is located. 
The three levels that are often examined in the literature are self stigma, public stigma and 
institutionalised stigma. Self stigma refers to the individual who has been labelled with a 
mental health problem, internalising this label and the associated stereotypes and prejudices 
that accompany that label in their culture (Vogel et al., 2006). This internalisation may lead to a 
reduction in the person's self esteem, self efficacy and create a negative self concept which can 
contribute to not pursuing work or independent living opportunities (Corrigan, 2007). 
Conversely, public stigma refers to the attitudes, beliefs and behaviours displayed by the public 
which have negative consequences for people with mental health difficulties. Corrigan and 
Larson (2008) explain that public stigma may exclude people with mental health problem from 
'gainful employment, safe and comfortable housing, relationships, community functions and 
educational opportunities' (p.534) due to the discriminating behaviours of others in their local 
community. Stigma and discrimination may also be understood from a societal level as 
institutionalised or structural stigma. This may develop out of a historical and political context 
and influence social groups and those in powerful positions in society. Structural stigma may 
take the form of laws that discriminate against those with a diagnosis from public duties, 
certain jobs or family roles (Corrigan, Watson, Heyman et al., 2005), the disparity of funding 
between physical health and mental health care (Thornicroft, 2006) and articles from mass 
communication sources such as the news media (Corrigan, Watson, Gracia et al., 2005).
Social Exclusion
There is clear evidence that the stereotypes, prejudices and discrimination components that 
are present in self, public and structural stigma are strongly linked to the social exclusion of 
people with mental health difficulties. The Social Exclusion Unit (SEU) is a governmental 
department established in 1997 specifically to investigate and implement policy to help socially 
disadvantaged communities and individuals. The SEU defined social exclusion as:
What can happen when people or areas suffer from  a combination o f linked problems such 
as unemployment, poor skills, low incomes, poor housing, high crime, poor health and fam ily  
breakdown (Levitas et al., 2007, p.l8).
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Additionally, being unable to engage in or being excluded from social roles or identities that are 
forged through work and community involvement, can have an impact on one self perception 
and wellbeing (Hayward et al., 2010). The combination of these two factors forms a negative 
cycle, which is difficult to escape. The Social Exclusion Unit Report (Office of the Deputy Prime 
Minister, 2004) that looks specifically at mental health, states that mental health difficulties 
can be a trigger leading to a long-term cycle of exclusion through the effect of stigma, 
discrimination, unemployment and loss of social networks.
Given sigma and discrimination's key role in leading from mental health difficulties to a possible 
long-term negative cycle, it is imperative that people who work in the helping professions take 
steps to reduce stigma and discrimination in local communities. This position is further 
strengthened by the British Psychological Association's latest issue of The Psychologist, which 
has devoted a whole issue to examining this topic. In the introduction to the special issue, it 
explains that it is not only our duty to facilitate social inclusion in all aspects of our work, as 
clinicians, educators and colleagues, but also in our personal life, as community members, 
friends and neighbours (Hayward et al., 2010).
However, as psychologists and scientist and reflective practitioners, the strategies that we 
employ must be evidence based and critically evaluated. The way that we choose to work with 
local communities to reduce stigma and discrimination, must emerge from a theoretical 
understanding of what contributes to this phenomenon. There are a number of theories that 
try to explain what contributes to and drives stigma and discrimination. The three main 
theories that I will concentrate on are: labelling theory, attribution theory and stigma due to 
ignorance.
Theories of stigma and discrimination 
Labelling Theory, Self Stigma and Structural Stigma
Labelling theory attempts to explain stigma and discrimination from a sociological perspective. 
Although this is not a pure psychological theory, it can still be useful to aid clinical psychologists 
understanding. In the 1960's Scheff (as cited in Corrigan and Kleinlein, 2005) suggested that in 
the social discourse, the label of mental health difficulties is associated with deviance. This
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leads society to treat the labelled individuals as deviant. The consequential rejection and 
distancing socialises the person into the role of the 'mental patient' and causes ongoing deviant 
behaviour and stigma. One of the most famous experiments in social psychology examined the 
effects of labelling. In his 1975 paper Rosenhan (as cited in Ottati et al., 2005) and colleagues 
were admitted to various psychiatric hospitals with the label of schizophrenia. Despite showing 
no symptoms after admission, the researchers found that it was difficult to be discharged from 
hospital, as the staff viewed their 'normal' behaviour as being disturbed. Despite the outcome 
of Rosenhan's experiment, classical labelling theory was criticised for as too simplistic and a 
number of other factors were posited to also contribute to stigma (Corrigan, 2000).
Link and Phelan (2001) suggested a modified labelling theory to take into account wider factors 
that may influence labelling. Their model explains that once an individual identifies and 
internalises society's negative conception of people with mental health difficulties, it may lead 
to secrecy and withdrawal. This may have negative consequences for self-esteem, life goals and 
social interaction. Thus for some people, labelling may make them more vulnerable to 
repeated episodes of the initial mental health problem or may increase the likelihood of 
additional diagnoses. There is also evidence that this internalised negative label may be an 
important factor in people's reluctance to seek psychological assistance when experiencing 
mental distress (Vogel et al., 2006).
If a psychologist was to understand stigma and discrimination from this theory, one of the ways 
that they would seek to reduce social exclusion would be to assist in reducing self stigma. 
Corrigan and Larson (2008) suggest that self stigma can be reduced by fostering empowerment 
and assisting people with safe and moderated disclosure of their mental health label. These 
strategies may be implemented on a one-to-one basis, or they may also be disseminated using 
the community psychology model. This way of practicing psychology seeks to emphasise social 
context and aims to help the creation of productive common goals and empowerment within 
communities (Orford, 2008). Working in this way, clinical psychologist Rufus May explains how 
he has helped to establish and facilitate self-help groups based on the hearing voices model in 
the community (Hayward etal., 2007). This has assisted group members with disclosure but 
has also lead to increased self esteem and involvement in advocacy, training and consultancy 
work.
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Another way that psychologists can foster empowerment and reduce self stigma in a 
community setting, is by using the principles of the recovery oriented approach in their 
practice. Working in this collaborative way encourages individuals to self-manage their mental 
health and can help with feelings of control over their lives. Additionally, Slade (2009) states 
that one of the four 'recovery tasks' is to develop valued social roles, especially social roles that 
have nothing to do with mental illness. Psychologists can encourage people in the community 
to  use their lived experience to assist with evaluating services and to help make decisions about 
forthcoming treatment or management changes (Shepherd et al., 2008). Psychologists can also 
use their unique combination of leadership and clinical skills to develop and manage peer run 
programs within services. New service users can be supported by others further down the 
recovery pathway, who gain empowerment by giving back to their community (Slade, 2009).
As clinical psychologists are increasingly taking on leadership roles in teams, we have a good 
opportunity to assist with the reduction of self stigma. One of the Key recommendations from a 
document describing new ways of working psychologically in teams (DoH, 2007b) suggests that 
'psychologists should be actively involved in the design, operation and evaluation of teams 
making use of appropriate research evidence' (p.4) Clinical psychologists can choose to create 
mental health teams that contain vocational advisors or employment specialists, which can 
help people access social roles through mainstream employment. Employment not only 
provides social status, but it also combats the high level of poverty found in people with mental 
health difficulties. It can also facilitate further support through the development of a wider 
social network (Thornicroft, 2006), The opportunity to engage with vocational advisors is 
endorsed as a good practice example by the National Social Inclusion Program website and by 
the Social Exclusion Task Force (2006).
Their initial model of labelling theory was seen to be overly simplistic, therefore Link and 
Phelan (2001) expanded the theory further and defined it as a set o f five components. These 
components are: labelling, stereotyping, separation, status loss and discrimination, and power. 
Their model suggests that people distinguish and label only a small number of certain 
differences which are then linked with negative stereotypes and undesirable characteristics. 
These labelled and stereotyped individuals are separated from 'us' and turned into 'them' and 
they experience status loss and discrimination. Finally the theory proposes that a lack of access
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to power allows these components to manifest. For example, people in powerful positions such 
as the psychiatrists in an inpatient setting may hold stigmatising beliefs that actively lead to 
discrimination for the service users under their care. However if the service users themselves 
hold a stigmatising belief about an aspect of some of the psychiatrists on the ward it is less 
likely that discrimination will manifest due to their lack of access to power.
This expanded labelling theory can be useful to help understand structural or institutionalised 
stigma and may provide a basis for strategies that clinical psychologists can use. As power is the 
key element in this model, psychologists could help to challenge the discriminatory behaviours 
of those in powerful positions in society. Through encouraging and facilitating protest in the 
community, clinical psychologists may influence powerful structures such as the media, to 
portray people with mental health difficulties in a less stigmatising way. For example, many 
clinical psychologists are involved in the conception, functioning and evaluation of Time to 
Change, an organisation which amongst other activities, runs a UK wide media campaign to 
reduce discrimination (Time to Change, nd). It recently began a social networking campaign to 
organise a protest around a story in a national newspaper which used the phrase 'Killer Schizo' 
in a headline about an escape from a secure psychiatric hospital (Time to Change, 2009). Time 
to Change has also initiated a campaign which addresses the legal issues around the use of the 
disability discrimination act with people with mental health difficulties in the workplace. 
Although these strategies attempt to address structural stigma by decreasing discriminatory 
behaviours, they may have limited impact for addressing the attitudes and knowledge that 
people in power hold (Watson and Corrigan, 2005).
There is strong evidence that clinical psychologists can help reduce stigma and discrimination 
by understanding the impact that labelling has in the local community. However it is important 
to note that receiving a label may not necessarily lead to diminished self esteem and 
withdrawal (Corrigan & Kleinlein, 2005). Individuals may in fact, be energised by prejudice and 
discrimination and may become vocal advocates as seen in the Mad Pride movement (Jost, 
2009). Clinical psychologists here too can work with the local community to support individuals 
who become more vocal in the presence of stigma and discrimination. Psychologists can 
provide information to their clients about likeminded groups in the local community, assist by
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providing a space for these groups to meet in their premises and can help facilitate the 
distribution of promotional material in the local community for activities and events.
Attribution Theory
stigma and discrimination may also be understood through using attribution theory, which 
addresses stigma in the public domain. Attributions help us understand and explain another 
person's behaviour and they can influence the perception that we have of others (Boysen & 
Vogel, 2008). Attribution theory has been applied to many psychological phenomena and there 
are a number of dimensions on which attributions can be made. The most commonly used 
dimension with regards to stigma and discrimination is controllability-uncontrollability. 
Controllability in this instance refers to the amount of control an individual is perceived to have 
over their behaviour and how responsible they are over their cause (Corrigan, 2000). Research 
indicates that people are more likely to have stigmatising beliefs for conditions that they 
believe are personally controllable (Corrigan et al., 2003). Corrigan's (2000) model proposes 
that the attribution of controllability acts as a cognitive mediator to the emotional reactions of 
the public. If symptoms of an illness are deemed to be uncontrollable, the person is more likely 
to respond with pity, which can lead to behaviours that are helping in nature. Conversely, if the 
symptoms are attributed to be controllable the most likely affective response will be anger, 
which can lead to discriminatory and punishing behaviour. Therefore it was concluded that, 
people are less likely to have negative affect, or prejudice, towards people if they believe that 
their illness has a biological, or uncontrollable cause (Boysen & Vogel, 2008).
A number of educational programs were delivered in local communities based on this theory, 
advocating that mental illness is a biological illness like any other, or that mental illness is a 
'brain disease' (Rusch et al., 2009). The Royal College of Psychiatrists had one such program 
called Changing Minds which aimed to shift the blame from individuals to the illness (Lindley, 
2009). There is overwhelming evidence that this approach helps reduce the amount of blame 
that is attributed to people for the cause of their illness. However, many studies have found 
that this approach is also is likely to increase stigma (Boysen & Vogel; 2008; Corrigan et al.,
2003; Estroff ef al., 2004). In a comprehensive review of the effect of the biomedical approach 
on stigma, Read et al. (2006) suggests that it may promote the belief that people with mental 
illness are not in control of their own behaviour and are therefore more likely to be dangerous
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and violent. Additionally, it may suggest that people with mental illness are intrinsically 
different from other people, reinforcing the notion of 'us' and 'them'. Reid et al. also indicates 
that the recent trend for anti-stigma campaigns to promote a biomedical model may be 
contributing to the levels of stigma and discrimination in society stagnating or worsening.
There is also evidence to suggest that promoting this view may lead to attributions of stability. 
This implies that the cause of the illness is stable and biological and thus users of mental health 
services are unlikely to recover, which again may increase stigma (Otey & Fenton, 2004).
It is clear from the evidence that promoting a biomedical explanatory model is not the most 
effective strategy for psychologists aiming to reduce stigma and discrimination, unless they are 
specifically designed to address stigma relating to responsibility for onset of the condition. 
However, other educational approaches that promote a more psychosocial understanding, 
have demonstrated effectiveness in changing attitudes (Pinfold et al., 2003; Sholl et al., 2009).
A psychosocial view of mental health difficulties posits that mental health is on a continuum 
from ordinary experiences to mental illness. This way of thinking about mental health 
difficulties also aims to reduce the distance between 'us' and 'them'. Although these methods 
also focus on educating people about mental health difficulties, they have been developed 
from the theory that stigma and discrimination is due to a lack of knowledge.
Stigma as Ignorance
There is evidence to show that people who are more knowledgeable about mental illness are 
less likely to hold stigmatising beliefs and show discriminatory behaviours (Corrigan & Penn, 
1999; Watson etal., 2004). However, this knowledge about mental illness is required to be 
factually accurate. Crisp et al. (2005) conducted a UK wide survey of over 1000 adults and 
found that a large number of respondents had inaccurate knowledge about mental health 
difficulties, or had low mental health literacy. Ignorance of mental health difficulties leads to 
the development of incorrect and inaccurate stereotypes which increases stigma. For example, 
a common incorrect stereotype is that people with schizophrenia are dangerous. In fact, people 
with severe mental illness are more likely to be the victim of crime than perpetrators 
(Monahan etal., 2001). Belief in this incorrect stereotype can lead people to avoid contact with 
people they perceive to be dangerous and can increase the level of discrimination and 
subsequent social exclusion.
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Educational interventions are a good strategy that clinical psychologists can employ in the local 
community to help correct the inaccurate stereotypes that lead to discrimination and social 
exclusion. Educational programs that focus on teaching factual information from a psychosocial 
perspective have been employed with a number of different social groups, such as police 
officers and young people. These studies have shown to be effective in changing beliefs (Pinfold 
et al., 2003; Pinfold, et al., 2005; Sholl et al., 2009).
Psychosocial educational programmes have often included the involvement of a service user, or 
'expert by experience' in the development and presentation of the intervention. Contact with a 
person in the stigmatised group has also been shown to be an important component of 
reducing stigma (Pinfold etal., 2005; Schulze etal., 2003). Additionally a number of other 
studies outside psychosocial educational programmes have found that a key moderator of the 
level of stigma is contact with a person with mental health difficulties (Corrigan etal., 2001; 
Couture & Penn, 2003). Studies have also found that the effect of this contact is enhanced 
when the person who is an expert by experience 'moderately disconfirms the stereotypes 
about his or her group' (Watson & Corrigan, 2005, p.285). If a person is seen to completely 
disconfirm the stereotype, then there is the possibility that the audience may see them as a not 
representative of people with mental health problems. This contact will therefore have little 
effect on the level of stigma. For example, a clinical psychologist who is themselves a service 
user, or who delivers an educational programme with the help of a service user who is 
employed, articulate and non-threatening would assist in the reduction of stigmatising beliefs 
in the audience. The added benefit of delivering interventions which involve a person with lived 
experience is it promotes meaningful involvement and a valued social role for that individual, 
which may assist in the reduction of their self stigma.
Stigma and Discrimination in the Helping Professions
I have become aware through the process of reflecting upon and writing this essay that people 
in the mental health professions are also subject to the same social forces that create stigma 
and can be just as susceptible to stigmatising beliefs (Berry et al., in press).
From my own research into the beliefs regarding the implementation of the recovery model in 
Community Mental Health Teams, I have found that front-line staff members (community
Evaluation of Academic Competence- Professional Issues Essay
P a g e  I 32
psychiatric nurses, occupational therapists, social workers and clinical psychologists) can hold 
stigmatising beliefs about the people with whom they work. The research indicated that some 
staff members felt that they were unable to work in a recovery oriented and therefore 
empowering and socially inclusive way with service users who were seen to have little or no 
insight (Johnson, 2009). There is also evidence of consistent stigmatising beliefs and 
discriminatory behaviour shown by mental health professionals towards people with a 
diagnosis of personality disorder, alcohol dependence and learning disabilities (Thornicroft, 
2006). Mental health practitioners may also contribute to the social exclusion of people with 
mental health difficulties by holding low expectations of their clients and developing overly 
pessimistic beliefs about prognosis (Berry etal., in press).
Clinical psychologists can have a key role in helping to reduce these stigmatising beliefs in 
teams which are essentially an extension of the communities in which they operate. By 
initiating a process of peer consultation and reflective practices (DoH, 2007b) psychologists are 
able to disseminate some of the strategies explained previously in this essay to team members. 
Firstly, psychologists can promote the use of a recovery oriented approach which encourages 
empowerment, to decrease the self stigma of the team's service users. Psychologists could 
model good practice by promoting and facilitating effective participation of service users and 
their carers in the day to day running of the service. This would also provide staff members 
with the opportunity to have contact with people who may disconfirm their stereotyped belief. 
Secondly, psychologists could arrange educational seminars or present their clients at team 
meetings to promote psychosocial understandings of different diagnostic groups. They could 
also promote psychological formulations of clients in a designated reflective group space (Lake, 
2008).
If clinical psychologists are to  play such a key role in reducing stigma and discrimination in 
teams and the wider community, it is important to examine the beliefs and attitudes that may 
exist in our own profession and how they might be influencing the care that we provide. Servais 
and Saunders (2007) conducted a random survey of clinical psychologists registered with the 
American Psychological Association which produced some concerning results. It found that 
nearly half of all psychologists who responded view people with borderline features as very 
undesirable and over half of the respondents view people with schizophrenia as very
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ineffective and very dissimilar to themselves. Despite potential differences in training 
methodologies, clinical perspectives and practice in the USA, there is the possibility that this 
finding could also be representative of clinical psychologists in the UK. This finding may be 
particularly transferrable bearing in mind the aforementioned evidence of high levels of stigma 
in mental health professionals in the UK, which could include the views of clinical psychologists.
Given this, it is imperative that I am able to reflect upon my own views and practice in 
supervision to examine whether I am being cognitively biased towards my clients, or my 
thinking is obscured by social stereotypes. It would also be beneficial for me to reflect on 
whether my overall philosophy and ethos of practice is to encourage individuals to change in 
order to 'fit in' with society (Berry et al., in press). I am a vocal advocate of using a recovery 
approach with my clients, however it would be useful for me to examine whether I am only 
paying lip service to this philosophy, or whether socially inclusive practice informs many of my 
decisions.
Additionally, I must take into account issues of diversity within my own practice. As a white 
woman with relatively few aspects of myself that could be prone to stigma and discrimination, 
will I be able to effectively connect with my clients who come from predominantly 
disadvantaged communities, to foster social inclusion? Or will I be seen as a member of the 
group that has discriminated against them? It may not matter how based in evidence and 
theory my strategies are, if I cannot break down the barrier between 'us' and 'them' it will be 
extraordinarily difficult to facilitate effective change.
Conclusion
From the evidence it is clear that strategies that clinical psychologists employ to reduce stigma 
and foster social exclusion must be targeted at the three component parts. Strategies should 
aim to; increase knowledge and address incorrect stereotypes, reduce prejudice and change 
attitudes, and tackle discriminatory behaviours. These strategies must also address how stigma 
and discrimination manifests on the different levels of self, public and structural stigma to 
create effective and sustained change.
In examining the theory and evidence base for strategies to help reduce stigma and 
discrimination, I have noticed that the perception of this phenomenon is predominantly viewed
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from a wider perspective than that of the individual. Locating the problem of stigma within the 
individual can lead to the exacerbation of othering and discrimination. By locating this 
phenomenon within the wider social context it implies that the responsibility for reducing 
stigma, discrimination and fostering social inclusion lies with individuals in the wider 
community.
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Introduction
This essay will document and reflect upon the journey of my PPLDG  ^throughout the first five 
weeks of the Doctoral course. This culminated in our 20 minute presentation on The 
Relationship to Change' at the beginning of the sixth week. Our presentation used a model of 
developmental sequence in small groups (Tuckman, 1965) to help explain the changes of our 
group. I will also structure my reflections around Tuckman's stages of'Forming', 'Storming', 
'Norming' and 'Performing' which describe the different phases of our group. This essay will 
additionally link these experiences to my current and future clinical practice, and assess the 
explanatory model our group used for its presentation.
Forming
My group first encountered the topic for our presentation The Relationship to Change' on the 
second day of the course. We retrospectively labelled the group in the first week as in a 
'forming' stage, as it was characterised by the group members being polite, feeling confused, 
and bringing past experiences to the group (Larcher, 2007). From this stage I will reflect on my 
response to the ambiguity of the task.
After the sparse instructions for the exercise were distributed, the other group members began 
producing a cornucopia of suggestions about how we could approach the task. My fellow group 
members were being polite, by speaking one at a time and I observed that they were excited 
about the prospects of the task. Meanwhile, I was thinking, "How on earth are we going to fill 
20 minutes with something that is so vague?" The task seemed intangible and it magnified my 
already present confusion and anxiety.
What was it about my previous experiences that led me to feel anxious about this task's 
ambiguity? One explanation is that my prior experience was mainly in empirical research. There 
was a strong positivist-empiricist ethos, whereby we uncovered the 'objective truth ' about a 
client's distress, on which we researched the 'recommended' treatment, in randomised
 ^Personal and Professional Learning Discussion Group hereafter referred to as my "group"
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controlled trials. I have additionally fe lt anxiety in the first few months of my clinical work due 
to this way of thinking. The experience of therapy with one of my clients who has multiple 
intangible difficulties was overwhelming for me. As with my experience of the presentation 
topic, I saw no clear course of action to take in regards to supporting my client. I have found it 
difficult moving away from a mindset of certainty to one that recognises ambiguity and 
pluralism.
This experience seems to be very common for trainees. Harper (2004) states that trainees often 
find therapy an 'uncertain endeavour' and feel the need for certainty, due to their earlier 
experiences with employment that encourages technical rationality. This concept is also 
mirrored in Mason's (1993) 'safe uncertainty,' which we were introduced to  during the 
induction block. However, it is only now that I have begun the transition from moving from a 
place of 'safe certainty' or 'knowing how things should be' (Mason, 1993, p. 195) to adopting a 
more curious approach, that I am able to better understand the space that ambiguity can 
occupy in my clinical work.
Storming
Our 'Storming' sessions were characterised by decision-making difficulties, power struggles and 
lack of cohesion (Larcher, 2007). From this phase, I have chosen to reflect upon the way that 
the group's conflict affected me and my subsequent high anxiety levels. These reflections have 
helped me not only identify some learning needs, but have additionally become relevant to my 
clinical practice.
One explanation for why the group's conflict or 'Storming' phase was particularly difficult for 
me was related not to the process of group conflict, but to the consequences of a heated 
discussion between myself and another group member. As our group is unusually ethnically 
diverse for our cohort, this may have been an effect of culture and family of origin.
It is common in my family and to an extent in my culture, for discussions to be open and 
honest, even if they become a little heated. I was often taught to 'separate the person from the 
argument' which frequently meant that after a heated discussion there was no sense that there 
had been damage done to the relationship and people were 'friends' as before. In the storming 
phase, amongst other disagreements, there was an especially heated discussion between
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myself and another member of the group. I had assumed that our relationship would remain 
positive afterwards, but it suffered significantly. Since then, I have noticed that our relationship 
is not as close as those of other group members. I felt anxious that there was a possibility that 
our relationship was irrevocably damaged. I had not expected interpersonal difficulties in the 
group and had I known our discussion would cause distress, I would have modified my 
behaviour to prevent distress from occurring. This experience has led me to further explore my 
beliefs and attitudes around conflict. While I am comfortable with debate, other people who 
come from differing backgrounds, cultures, or family situations may have very different 
attitudes or beliefs about disagreement.
Becoming more aware of the difference in other people's beliefs or attitudes to conflict or 
disagreement will be helpful not only in the therapeutic relationship, but also within 
Multidisciplinary Teams. This will be especially important if, as a psychologist, I create 
disagreement by expressing a psychological viewpoint in team meetings, where a medical 
model is the dominant way of thinking.
Looking back, my anxiety with the ambiguous nature of the task and my added worry regarding 
the damaged friendship meant that these two weeks were the most stressful weeks I have 
experienced on the course. However, reading my reflective journal it seems I was unaware of 
how stressed I was feeling. The journal contains pages of ranting about other people in the 
cohort expressing their anxiety by asking a multitude of very specific questions in lectures. I 
was annoyed as this meant that we ran out of time to cover topics I considered more relevant 
to the session. Somehow, I believed that I was not experiencing the anxiety that I saw in other 
people. Therapists with a psychodynamic leaning may describe my behaviour as projection, 
whereby you ascribe to others the thoughts or feelings that you find unacceptable (Clark,
1998). However, I am unsure if this is the best way to explain my experience, as I do not believe 
anxiety to be an unacceptable emotion. Additionally, I can look into my past and identify a few 
times that I was under stress and remained unaware.
It is possible that my anxiety levels reduced my capability for reflecting on my experiences. It is 
therefore important to keep this in mind so that I am able to work competently with clients 
when under pressure. This has been an important learning point for me and I have 
subsequently discussed this in supervision and my own personal therapy. I am slowly becoming
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more aware of the behaviours I exhibit under stress and am learning to identify them at the 
time they occur.
Norming
We saw the transition from 'Storming' to 'Norming' as occurring in the fourth week for the 
group. It was in this session that we came to a decision, by democratic vote, of the basic 
structure and content of our presentation and that we would simplify the process by forming it 
around Tuckman's (1965) model. We identified the shift to 'Norming' because of the 
democratic process that helped us make this decision and we had established ground rules at 
the beginning of the session (Larcher, 2007). It is interesting to reflect on why we chose to 
understand our group's journey and our change using this model.
What was it about Tuckman's (1965) model that made us feel that it was a useful way to 
explain our group processes? It is possible that we found this model useful as it normalised our 
distress and located it as inherent in group processes. Normalising of our group in this way 
certainly made me feel much more comfortable as I was unaware of other groups experiencing 
conflict.
In clinical settings, it is common to normalise a client's confusing and distressing experiences 
either by referring to other's and sometimes, if appropriate, to your own experiences. Recently, 
when in a session with one of my clients, I mentioned the statistics from the Layard report 
which states that one in six of people can be diagnosed as having depression or chronic anxiety. 
My client found this information surprising and he explained that he felt comforted to know 
there were so many others who have had similar experiences.
However, since the presentation I have begun to wonder whether using Tuckman's model is 
still an accurate way to conceptualise our group. In our subsequent group meetings, it 
sometimes felt that we were back in the 'Storming' stage. The general critique of stage theories 
states is that linear unidirectional change and the clear demarcation between stages is overly 
restrictive and does not take into account the variability and flux in groups (Smith, 2005). We 
now have more information to add to the understanding of our experience and I am unsure 
whether this simplified view, although useful and comforting at the time, continues to be an 
adequate explanation of our group's processes.
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This process has been echoed recently in my clinical work where it was important to develop an 
evolving understanding of my client's experiences and work collaboratively. In our extended 
assessment, the formulation needed to be updated constantly as new experiences and thought 
records provided additional information. This suggested that an understanding of her distress 
using a cognitive model was no longer appropriate and did not match the way that she 
conceptualised her experiences. The development of this shared understanding and an 
evolving formulation has been especially valuable in creating a strong therapeutic alliance.
Performing
We decided that the 'Performing' stage of our group would occur when we gave our 
presentation. As we were the last to present on the day, I remember feeling anxious as our 
presentation was very different from the other groups, in form and content. The other 
presentations were all similar in style and we were also the only ones referring explicitly to 
conflict within the group. It was not until we received feedback on the task that I was not 
convinced that we had done it 'wrong.' it is interesting to reflect upon my feelings of anxiety 
that emerged again when thinking there was a 'correct' way to complete the task. It seems that 
my positivist-empiricist beliefs mentioned earlier in this essay were reactivated and it is useful 
to remind myself again that there is room for pluralism in my clinical doctorate.
In writing this essay, I have come to realise that the task set out for us, although very valuable 
in terms of identifying learning points and relevant to working with clients, was an 
uncomfortable one for me. I attempted to start this reflective piece many times, always 
pushing it aside for 'more important' tasks. I felt uncomfortable about reflecting on my 
experiences and reliving the anxiety I felt. This reminds me of the 'integrating' and 'sealing 
over' (McGlashan, 1987) styles of processing past distress which are commonly used to 
describe recovery styles from psychosis. I may have a natural tendency to 'seal over' distressing 
times and see them as isolated from my life. In this process of forced 'integration', I must be 
curious about my experiences and use them as a source of information.
Although I feel comfortable and am practiced at reflecting on my clinical work, this process of 
reflecting in a very formal structured way about times when I was not in a strictly 'professional' 
role, felt strangely unnerving. However, I have been able to glean useful information about
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myself and my clinical work from this essay. Additionally, it has been interesting to  see how my 
views and experiences changed over the few months I have been on this course and it is 
something I will remain mindful of for the future.
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Introduction
This paper is a reflective account of the Problem Based Learning (PBL) task that was presented 
by the second and third year trainees in November 2009.1 will begin by providing information 
on the group, the task we were given and a brief description of the presentation. I will then 
reflect on the processes that occurred due to the structure of the group and my own personal 
processes during the time that the group worked together. I will then consider the idea that the 
PBL group may function as a metaphor for groups or teams in clinical practice. Within these 
reflections I will also consider the link that these experiences may have with my current and 
future clinical practice.
The Problem Based Learning Task
Our PBL group consisted of four third-year trainees who were all in the same personal 
professional learning discussion group (PPLDG) and four second-year trainees who had rarely 
worked with each other, prior to this exercise. The problem that the group was given to discuss 
was "How do we know if Increasing Access to Psychological Therapies (lAPT) is working?" The 
subsequent task was to prepare a consultancy report on "How the effectiveness of lAPT can be 
assessed" and communicate this in a 20 minute presentation. Our group presentation 
consisted of two role plays where an lAPT consultant facilitated possible fictional meetings of a 
multi-disciplinary team and relevant stakeholders in the lAPT process. The first role play 
depicted a discussion occurring prior to the team opening the lAPT service, on how they would 
measure a successful implementation. The second role play showed the same fictional team 
and stakeholders one year after the service opened discussing the strengths and weakness of 
the assessment format agreed upon in the first role play.
Reflections on Group Processes
The group successfully achieved its objective and we received quite favourable feedback on our 
presentation. However, the journey that the group took was not one that I anticipated given 
my experiences with the last PBL task. Additionally, I do not feel our group's approach allowed 
us to fully explore the topic of the effectiveness of lAPT, which the exercise was designed to 
facilitate.
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A document on working in teams published by the British Psychological Society (Onyett, 2007) 
lists a number of components that define an effective team. Although we had a clear and 
shared objective, other aspects of effective team working suggested by the paper, such as 
working closely together and a shared identity, were absent from our group.
From the outset, I believe the group struggled to function as a coherent entity. Members were 
not able to meet regularly and at each meeting there was often more than one apology for 
non-attendance. The first time that the entire group met in the same room was when we had a 
rehearsal, a few hours before our presentation.
Since the presentation, I have been wondering why the group experience was constructed in 
such a way that engendered a lack of group cohesiveness and meant that the task was less of a 
learning experience than I anticipated. I believe that a social constructionist way of reflecting 
on this group experience is more useful than using a stage model such as Tuckman (1965), due 
to the lack of time the group spent as a whole entity.
Social constructionist theory states that people construct reality through the process of social 
interactions (Burr, 2003). In our group there were two key interactions which constructed the 
idea that our task was not of high priority or one that could lead to a valuable learning 
experience. There were discussions in the first meetings which summated in the task being 
considered a lower priority than other components of the course. There was also a discussion 
that led to the large group being split into two different year groups, each preparing a separate 
and contained role play for the presentation.
This experience has led me to wonder why these two interactions were so dominant in 
influencing the way that the group was constructed. There were many other interactions which 
could have led the group to become more cohesive and exploratory in their approach to the 
task. On reflection, I believe it was possibly due to the influence of power and status in the 
group. There are many theories which attempt to understand the influence of power on group 
processes and outcomes (Lovaglia et al., 2004). However, the theory that is most pertinent to 
our experience is what Lovaglia et al. explain as power differentials relating to the composition 
of the group and its relevance to the task. They state that the characteristics of the task will 
have a bearing on which members of a group hold more power in influencing decisions. The
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third years in our group were relatively more powerful and had a higher status, as they had 
completed more of the course, including a number of previous PBL tasks. This led to their 
opinions and views being dominant in constructing the way that the task was completed.
Additionally, I feel that the views and the opinions of the third years in our group were more 
powerful in constructing the group, since they had previous experience of working together. 
Perhaps through the previous two PBL exercises, the third years had established and agreed 
upon group norms of how to address a task such as this. Unlike the second years who had 
rarely worked together previously, the third years did not have to go through a process of 
negotiation, as they had already established their group roles, expectations and norms.
It has occurred to me whilst writing this paper, that the third years may have a completely 
different perspective on the success of this task, since they were the more dominant and 
powerful portion of the group. Perhaps they believe that the group went more smoothly, was 
more cohesive and that they were able to use it as a valuable learning experience due to their 
position in the dominant discourse.
Personal Reflections
Of my numerous personal reflections on this group task, I will discuss only the two most 
pertinent points here. Firstly, I will discuss my place in the group in relation to its diversity and 
power structure. Secondly, I will consider my possible role in constructing the group task as less 
important and promoting a disparate way of working.
The place that I found myself in this group was unusual for me. I have previously been in group 
situations where power imbalances, due to the diversity of the group, have tended work in my 
favour. On the main categories of diversity aside from gender (e.g. race, age, class, culture, 
ethnicity and sexuality) I find myself in the generally more powerful aspect of these categories.
It may be that I am not accustomed to the experience of being a less powerful group member. 
When, due to the group's structure, power was allocated on the basis of experience and 
previously agreed norms and practices, I found myself in the less powerful minority viewpoint. I 
believe the reason that I was uncomfortable in this position was that I felt that I was not able to 
have an influence or contribute to decisions for the group task. This lack of influence caused a 
degree of frustration in the first few group meetings, when I felt my views were not being
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heard. It was only through the process of reflecting at the time that I was able to ascertain why 
my levels of frustration were so high.
This reflection process has also led me to wonder whether I was more able to stand back and 
deconstruct the way that our group addressed the task because of my less powerful status 
within the group. Perhaps having an awareness of a disparity between your views and the 
majority voice allows you to consider the possibility that there may be a number of different 
ways of addressing a certain problem.
Although I have so far understood the group's approach to the PBL task as mainly influenced by 
the constructions of a more powerful proportion of the group, it is also appropriate for me to 
consider whether I had a role in constructing it in this fashion. Perhaps I felt less inclined to 
contradict the proposed solution to the task, or to even voice a devil's advocate view, as the 
majority viewpoint allowed me to avoid some uncomfortable feelings. It took some time for me 
to be comfortable to admit it, but I had been avoiding working with one of the members of my 
PBL task group in general classroom situations. I tend to think of myself as being able to have 
good relations with people from many different aspects of life and it is one of the key 
characteristics with which I would describe myself. Therefore, feeling unable to work well with 
another member of my cohort makes me very uncomfortable and I have avoided addressing 
the issue. I believe that it is important to consider whether this avoidance may have led me to 
agree with the decision to put little effort into the cohesiveness of the group and let other 
priorities come before meeting with the group.
The PBL group as a metaphor
One of the more interesting discussions that arose during the preparation for our presentation 
was the notion that the PBL group could serve as a metaphor for how groups may function in 
the NHS context. I believe that the influence of power and status also affect the way that 
groups or teams function in addressing a problem in a clinical context. Perhaps, as a newly 
qualified psychologist, it may be difficult for me to voice my views and influence decisions due 
to  the power differentials that are inherent in clinical teams. Even though I may be the most up 
to date in terms of scientific and reflective practice, it may be difficult for my opinions to be 
heard over the dominant discourse. I have come to realise that it will be imperative in my
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training, therefore, to become more skilled at presenting ideas that may be from a minority 
viewpoint. In my present placement I am currently struggling with this dilemma. I am planning 
to present a psychological point of view of my client to staff members of a supported living 
hostel. I have formulated that her distress is an understandable response to psychological 
factors, rather than holding the dominant view that she is just behaving badly or is 
manipulative. Hopefully through this experience, by using supervision and reflection, I will learn 
to skilfully present my formulation in such a way that engenders a close working relationship. I 
hope to use this as a learning experience so that I can use these skills when working in groups 
in the future. Additionally, as I am a relative newcomer to this team of supported living staff, I 
can appreciate that they may have pre-existing norms and constructions regarding the best 
way to address a 'problem' such as my client. It will be useful to understand and address this 
when I feedback my formulation in the consultation session for my client.
Conclusion
In writing this paper I have begun to understand and appreciate what it might feel like to hold a 
minority viewpoint and function in a less powerful position in a group. These ideas have been 
useful in considering ways in which I can improve my communication within groups and teams 
and may constitute some of my learning needs for the future. I also have become more aware 
of the issues of power in groups and hope that in the future when I am in a more dominant 
position in a group that I can use this experience to actively encourage viewpoints from the less 
powerful members.
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This account describes how the conflict and anxiety experienced in the Problem Based Learning 
task has had an effect on the way that my Personal Professional Learning Discussion Group 
functioned throughout the rest of the year. As a group we may have socially constructed the 
idea that conflict was negative and thus tried to normalise this experience in our presentation. 
Additionally, we may have then attempted to avoid its reoccurrence by removing all sources of 
uncertainty and ambiguity from the future group sessions. Due to this, the group tended to be 
highly structured and focused on the development of our scientist-practitioner thinking to the 
point where I believe that the critical-reflective aspect of the group was neglected.
Although I struggle to feel comfortable in ambiguous and uncertain situations and thus 
influenced the group to some extent, there were a myriad of other factors that contributed to 
the overly structured nature of the group. It was only when we were given the task to reflect 
on our experiences at the end of the group, that we were able to deconstruct our group and 
suggest that we would prefer a more reflective component.
Feeling uncomfortable with ambiguity has not had much of an impact on my professional 
development thus far. However, due to the current push for scientist-practitioner thinking in 
clinical psychology that this could remain undeveloped. Hopefully by using these reflections I 
can influence the group next year so that we have the opportunity to develop our critical- 
reflective thinking.
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This account describes the development of my Personal Professional Learning Discussion Group 
(PPLDG) from the first year to the end of the second year of my Doctorate in Clinical 
Psychology. It describes how the decision at the beginning of the year to create a group that 
was wholly unstructured, has impacted on the process of the group and has made it a positive 
and enriching experience. Because of this change we have been able to form relationships in 
the group that are more authentic and have been able to create a group that offers a greater 
sense of safety than in the first year.
Additionally, I discuss my own personal development from feedback I have received. It seems 
that I have developed the ability to comfortably state positions that may be counter to the 
dominant one in the group, something that I could not do previously without experiencing 
anxiety. I have also, by reflecting on my own processes, been able to recognise some strongly 
held values and use these to positively influence the group. Furthermore, I have become more 
able to tolerate the silences that arise in an unstructured group and use this insight to influence 
my supervision discussions and clinical practice.
Finally, I discuss the facilitators of our PPLDG, how their positions within the course team and 
their personal qualities have influenced the group process. I use this discussion to examine the 
qualities of effective leaders and how I can develop these skills for myself in the future.
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Adult Mental Health Placement
October 2008- September 2009- Community Mental Health Team
I worked as part of a multi-disciplinary team assessing and providing therapy to clients with a 
variety of difficulties, ranging from panic disorder to depression and psychosis. Although the 
main model used was CBT, I also completed some joint work with my supervisor providing 
family work for psychosis and some relapse prevention work with one client. I conducted a 
variety of assessment work, including an ongoing assessment and formulation of a client living 
in a residential home, to provide recommendations for future placement. I worked indirectly 
with the staff members currently supporting him to ease the transition into his new 
accommodation. I conducted a number of psychometric and neuropsychological assessments 
using the WAIS-III and assessments of executive functioning and memory.
My Service Related Research Project involved interviewing members of the multi-disciplinary 
team about their experiences of implementing the recovery model. The results were 
disseminated to the team as well as associate director of therapies for the trust, who presented 
it to some of her colleagues. I worked with an Occupational Therapist from the attached acute 
inpatient ward and developed a 'Recovery group' which ran weekly on the ward. This group 
was then presented at the trust's conference for Occupational Therapists.
Learning Disability Placement
October 2009- March 2010- Community Team for People with Learning Disabilities (CTPLD)
I worked with clients over a wide range of intellectual ability, ages and aspects of challenging 
behaviour. I completed assessments using structured interviews such as the HALO and 
Functional Assessments. Additionally, I completed neuropsychological assessments using the 
WAIS-III, the Leiter for a non-verbal client and used an assessment package assessing early 
onset dementia for people with Down's syndrome. Furthermore, I supervised the Assistant 
Psychologist in the team to complete WAIS and Functional Assessments. I developed a 6 week 
mental health promotion group aimed at recognising and identifying emotions. This group was 
run weekly at a day centre for people with learning disabilities. The group consisted of women 
aged 20 to 65 with varying degrees of physical disabilities and communication difficulties.
The main model of work at the placement was CBT but I was actively encouraged to 
incorporate ideas and formulate using concepts from psychodynamic and systemic models. I
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completed an extended assessment, CBT formulation and psychoeducation with a young man 
living in a residential home with intrusive thoughts. I also completed a piece of integrated 
assessment, formulation therapy work with a young woman with worry and jealousy issues. 
Both of these pieces of work were used to develop guidance and recommendations for staff to 
work more effectively with their resident.
Child and Family Placement
April 2010 to  September 2010- Child and Adolescent Mental Health Service (CAMHS)
Within the CAMHS service I worked with children, adolescents and their families between the 
ages of 5 and 19 and presented with a range of difficulties such as depression, anger issues, 
reduced eating. Obsessive Compulsive Disorder and school refusal. The main model used in this 
placement was CBT; however I was encouraged to further develop my systemic formulation 
skills during supervision. I completed a number of assessments jointly with other professionals. 
With one client I worked both directly with the child and indirectly with the parents using a 
systemic model for children with eating disorders. Additionally, I chaired a number of school 
refuser meetings which involved my client and family as well as the Education Welfare officer 
(EWO) and staff members from the school.
My work also involved undertaking two extended assessments using the WISC the WIAT and 
the TEA-Ch with children suspected of having ADHD, Autistic Spectrum Disorder and displaying 
behavioural problems. I collected information from school observations, play assessments and 
clinical interviews with parents, teachers, SENCo's and EWO's. I also attended and presented a 
formal case discussion at the monthly psychology professionals meetings and attended a 
number of CPD events including teaching on CBT and child protection training.
Older Adults Placement
November 2010 to September 2011- Older People's Community Mental Health Team
This placement is currently ongoing, but at the time of writing I have worked with older people 
who presented with a range of difficulties including anxiety, depression, psychosis and alcohol 
dependence. The main model of this placement is CBT, however, I have also incorporated 
aspects of Compassion Focused Therapy and attachment based formulation in my work. With 
one client I used systemic ideas in liaising with her alcohol and drug team so they could work
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alongside the CBT I was providing. Using the group supervision on the placement I was able to 
develop my clinical supervisory skills with the second year trainee.
In conjunction with other trainees I also conducted a weekly psychoeducation and support 
group for older adults on the acute inpatient ward. Additionally, with other professionals in the 
multidisciplinary team I took a leadership role in conducting an audit, using my research skills 
acquired prior to training. Furthermore I conducted a neuropsychological assessment on a 
gentleman with suspected dementia using the WAIS-IV, WMS-IV and other tests or memory 
and executive functioning. This also involved liaising with other medical professionals to gather 
the required information to inform a diagnosis.
Specialist Placement: Early Intervention Psychosis 
November 2010 to September 2011- Early Intervention Service (EIS)
This placement is currently ongoing, but at the time of writing I have worked mainly with 
younger people experiencing their first episode of psychosis. This placement offered work with 
more complex clients who also often had additional difficulties with anxiety, depression 
substance misuse as well as symptoms of psychosis. The main model used at this placement is 
CBT as it is the current evidence base. I have additionally worked with a few clients using a 
relapse prevention model and have incorporated ideas of recovery and social inclusion
My supervisor went on sabbatical for 4 months of the placement, and therefore I became the 
lone psychologist in the team. This allowed the development of my autonomy as a 
psychologist, clinical decision making skills, as well as leadership skills within the team. I 
managed my own caseload, the psychology waiting lists and provided informal consultation to 
the multi-disciplinary team. Additionally I supervised the Assistant Psychologist with her 
caseload of clients with whom she was completing relapse prevention work.
Additionally with the Assistant Psychologist we developed and co-facilitated a six week group 
for people who were experiencing their first episode of bipolar or a "managing your moods" 
group. This group focused on psychoeducation, mood monitoring and their identity as a person 
with a mental health diagnosis.
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Jane Brown Is a white British female in her mid twenties who was referred for assessment of 
her hairpulling by her GP. Jane began pulling her hair in early adolescence in the context of a 
distressing family life. Since that time Jane has pulled her hair almost daily with varying degrees 
of severity.
Assessment identified three main difficulties: Trichotillomania, anxiety and low mood. Although 
Jane has some history of suicide attempts and ideation she was not deemed currently at risk. A 
behavioural formulation was employed due to the information obtained at assessment which 
indicated that Jane's hairpulling was best understood by classical and operant conditioning 
processes, although her anxiety and low mood are contributory factors.
Behavioural treatment of trichotillomania is recommended and Habit Reversal Training (HRT) 
has the strongest evidence base. Jane is at mid-treatment stage, which has so far focused on 
self-monitoring, awareness training and competing response training. Jane has been able to 
interrupt many of her hairpulling sessions with the techniques taught in therapy and Jane's 
scores on self-report measures of anxiety and depression have also lowered.
A reformulation of Jane's difficulties included a higher emphasis on distress as an antecedent 
factor and treatment strategies were shifted to accommodate this. Jane engaged well with 
treatment and was able to form a strong alliance with the therapist. She had high motivation to 
change and it is predicted that she will continue to improve
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Geoffrey Singh is a 62 year old British-Asian man, born in Guyana, referred for 
neuropsychological testing to determine the extent of his cognitive difficulties to ascertain the 
level of care required upon discharge from a long stay ward. Geoffrey did not believe that he 
had any cognitive difficulties although his nurse reported problems with memory.
Geoffrey has had a long history of alcohol misuse which has pre-empted many general and 
psychiatric hospital admissions because of neglect and uncontrolled diabetes. Geoffrey has 
been assessed twice previously after these admissions where they found evidence of memory, 
visuo-spatial and executive functioning difficulties.
The current assessment found that Geoffrey's verbal skills were relatively intact whereas he 
has significant deficits in visuo-spatial skills, executive functioning and visual and verbal 
memory. This pattern seems to correspond with the hypothesis that Geoffrey has 
neuropsychological effects of chronic alcohol abuse, rather than the diagnosis of Korsakoff's 
previously posited at the last assessment.
Geoffrey is likely to need daily support when he leaves the ward to assist him with planning, 
problem solving, memory and to prevent him misusing alcohol as this may cause further 
deterioration. Geoffrey's diabetes and vascular health should also be monitored to prevent 
further small vessel disease and cognitive decline.
This assessment was sufficient to answer the referral question whilst working within ethical 
and practical constraints.
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Lulu Green is a white British woman in her early twenties with a mild learning disability 
referred to the team by the manager of her residential home. Lulu described her major 
difficulty as worrying that her boyfriend, Steve who is also a fellow resident, does not want to 
be with her anymore. Lulu describes becoming 'very upset' when Steve interacts with another 
female resident in the home who is also Lulu's good friend.
The initial assessment was conducted independently and a cognitive-behavioural maintenance 
formulation was developed. Additionally, a cognitive longitudinal case conceptualisation was 
constructed, which took into account distress in Lulu's early life as well as her many residential 
placement moves in her teens.
A five session CBT treatment action plan was developed in line with current guidance on 
working with people with learning disabilities. This focussed on developing an understanding of 
her difficulties, teaching coping strategies and behavioural activation. However, as additional 
information surfaced during the therapy and meetings with staff, the therapy became more 
iterative and integrative to include elements of psychodynamic therapy and systemic work.
Lulu engaged well with therapy and was able to make some gains. A recommendation for 
further longer-term therapy has been made which may assist Lulu in thinking about herself and 
relationships differently.
A reformulation of Lulu's difficulties using an integrative method was employed which included 
more information on the complexity of Lulu as a person, her context, and the influence of her 
wider system.
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Matthew is a white British male who is thirteen years old. He was referred to the Child and 
Adolescent Mental Health Service (CAMHS) initially for issues with bereavement and poor 
school attendance. Matthew's sister died 2 years previously from a brain tumor that was 
initially thought to be treatable. Matthew and his family attended a number of sessions over 9 
months with my supervisor to address his school attendance, as Matthew refused to talk about 
his bereavement. Matthew's school attendance was formulated to be influenced by the 
morning routine being significantly affected by different family member's grieving processes 
and his mother's ongoing mental health difficulties. Matthew's school attendance was so poor 
that A 'Child in Need' meeting was convened and Social Services and an Educational Welfare 
officer became involved with the family.
Once Matthew's school attendance had improved he was referred to me because of his 'CCD 
tendencies'. After a jo int initial assessment with my supervisor and a jo int assessment with the 
consultant psychiatrist Matthew was diagnosed with a combined vocal and multiple motor tic 
disorder, also known as Tourette's syndrome.
Eight sessions of Cognitive Behavioural Therapy (CBT) was conducted with Matthew to address 
his obsessions regarding animals and family members being safe and his associated 
compulsions. An initial formulation was created using a standard CBT framework. However, as 
the sessions unfolded it was seen to be necessary to adjust Matthew's original formulation to 
include factors from the wider family system. A review session, involving Matthew's mother 
was arranged and audio recorded for the purposes of this case report. Subsequent sessions of 
CBT were attended by his mother to involve her in the therapy and to address some of the 
factors of the family system.
The more complex formulation that developed through working with Matthew was a 
significant learning point in my development as a clinical psychologist. Previously, my 
formulation of clients was more manualised and focused solely on the individual concerned. As 
my previous experience was limited, I learned to formulate directly from textbooks and my 
adult mental health supervisor, both of which focussed heavily on CBT and the individual in 
isolation. Through supervision on both my learning disability and child and family placements I 
was able to begin to develop more idiosyncratic formulations and subsequent therapy sessions 
which take into account other factors which may affect the presenting problem. I have learned
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that there may be other factors that exist outside an individual that not only maintain the 
presenting problem, but that there may also be protective factors in the wider system to draw 
on and enhance. I have also learned that when working with young people families can be a 
fantastic resource to assist you. It may be advantageous to enlist a parent as a co-therapist who 
can help with behavioural experiments and the continuation of the therapeutic techniques 
once the therapy comes to an end.
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Violet Richards is a white British woman in her mid sixties referred to the Community Mental 
Health Team (CMHT) for Older People for depression and alcohol misuse. She was referred to 
psychology after a successful inpatient detox, with significant low mood. In the assessment 
Violet spoke of her low mood and self-critical thoughts she believed was impacting on her 
struggle with sobriety. Violet described how her day-to-day activities were limited due to her 
low mood and as a consequence she was also feeling very lonely, which also increased her 
temptation to drink.
Cognitive Behavioural maintenance and longitudinal formulations were developed which 
included factors specifically designed for use with older adults. This took into account cohort 
beliefs, role investments, intergenerational linkages and health problems.
Six sessions of Cognitive Behavioural Therapy (CBT) have been completed with Violet which 
focused on behavioural activation and identifying and challenging unhelpful thinking patterns. 
Violet was able to engage well with therapy and her mood improved significantly. At the 
present time violet is taking a break from therapy to attend the Structured Day Program (SDP) 
at the drug and alcohol service, where she is also receiving CBT specifically to address issues 
with alcohol. Because of this the focus of the therapy has shifted to addressing her self-critical 
thoughts using Compassion-Focused Therapy (CFT).
A reformulation of Violet's difficulties using a threat-based formulation was completed at a 
review session where a further six sessions of therapy was agreed, beginning after completion 
of the SDP.
Evaluation of Clinical Competence- Summary of Older Adults Case Report
P a g e  I 78
Research Dossier
P a g e  I 79
Research Log Checklist
1 Formulating and testing hypotheses and research questions y
2 Carrying out a structured literature search using information technology and 
literature search tools
y
3 Critically reviewing relevant literature and evaluating research methods y
4 Formulating specific research questions y
5 Writing brief research proposals y
6 Writing detailed research proposals/protocols y
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
y
8 Obtaining approval from a research ethics committee y
9 Obtaining appropriate supervision for research y
10 Obtaining appropriate collaboration for research y
11 Collecting data from research participants y
12 Choosing appropriate design for research questions y
13 Writing patient information and consent forms y
14 Devising and administering questionnaires
15 Negotiating access to study participants in applied NHS settings
16 Setting up a data file y
17 Conducting statistical data analysis using SPSS y
18 Choosing appropriate statistical analyses y
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19 Preparing quantitative data for analysis y
20 Choosing appropriate quantitative data analysis y
21 Summarising results in figures and tables y
22 Conducting semi-structured interviews y
23 Transcribing and analysing interview data using qualitative methods y
24 Choosing appropriate qualitative analyses y
25 Interpreting results from quantitative and qualitative data analysis y
26 Presenting research findings in a variety of contexts y
27 Producing a written report on a research project y
28 Defending own research decisions and analyses y
29 Submitting research reports for publication in peer-reviewed journals or edited 
book
30 Applying research findings to clinical practice
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Abstract
Objectives
This study aimed to ascertain from the staff of one Community Mental Health Team (CMHT) 
current recovery-oriented understandings and what they believe are their current recovery- 
oriented practices. It also aimed to discover what staff believed were the current barriers to 
implementing this practice and their phenomenological experience of working in this way. The 
results of this study will be fed back to the recovery lead and used to inform future training to 
further the recovery-oriented practice of the Trust
Method
A nine-item semi-structured interview was completed with 5 staff from one CMHT in the trust. 
The transcripts were analysed using Thematic Analysis to generate themes from the data.
Results
Themes indicate that staff have an understanding of a number of recovery principles and use 
these in their practice. The main barriers that emerged centred on resource deficiencies and 
aspects of clients. Additionally, staff experienced conflict between recovery-oriented principles 
and the practicalities of working in the CMHT. However despite this, staff found working in a 
recovery-oriented way to be a rewarding and fulfilling experience.
Discussion
Results suggest that there may be a need for future training to extend the recovery-oriented 
knowledge of the staff to assist with the perceived barriers to practice. Additionally further 
promotion and inclusion of recovery-oriented values in the day-to-day operation of the CMHT 
may assist staff with resolving the conflict they are experiencing between these two positions.
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Introduction
Traditionally, general mental health services have operated from a so-called 'medical model', 
focusing on the detection and treatment of diseases, usually from a biological point of view 
(Roberts & Wolfson, 2004). However, in recent times, mental health services in Australia, New 
Zealand, and the USA started the trend of moving towards a more recovery-oriented approach 
in their practice.
This distinct and innovative way of understanding how to best support people within mental 
health services, emerged from the service user and anti-psychiatry movements and is currently 
a major influence on mental health strategy in the UK (Mountain, & Shah, 2008). The UK 
Government started to explore a more recovery-oriented approach with the publication of 
Modernising Mental Health Services (Department of Health, 1998) and the National Service 
Framework for Mental Health (Department of Health, 1999) which indicated a need for 
implementation of recovery-oriented principles.
Following on from these findings, the Sainsbury Centre for Mental Health developed some 
guidance for organisations to assist in the implementation of recovery-oriented practice 
(Shepherd etal, 2008). This paper states that the main principles of the approach are radically 
different to the traditional 'medical model' approach to mental health care. For example, 
recovery moves away from pathology, illness and symptoms and aims to encourage self­
management by the service user. Clinicians also behave more like 'partners' or 'coaches' rather 
than 'experts' and this approach aims to develop service user's hope, creativity and resilience.
Implementing this approach at trust level for one mental health trust emanated from board 
discussions and they approved a "Recovery and Social Inclusion Strategy and Implementation 
Plan" in May 2007. This plan aimed to put into practice the agreed notion that the trust was 
prepared to: 'adopt a recovery and social inclusion vision to guide the work of the 
organisation.' (Perkins, 2007b, p2). Thus, it is pertinent to ascertain if this top-down strategy 
has been implemented in adult mental health services in the trust.
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One previous study conducted by a Surrey trainee clinical psychologist (Kollinsky, 2008) 
examined how members of a number of adult mental health services in one borough in this 
trust were working towards promoting recovery and social inclusion. It aimed to discover what 
staff thought the term recovery meant, what they thought their recovery-oriented practices 
were, and what barriers they saw to working within this framework. In summary, it found that 
although many staff members have a good understanding of recovery, some staff members still 
focus more on symptoms. In addition, staff mentioned resource and structural barriers to 
working in a recovery-oriented way. The findings from this study were disseminated to the 
Recovery Steering Group and presented at the trust's academic forum, to influence the training 
provided
Since the previous research was completed, a significant change has occurred in adult mental 
health services in the trust. To meet Healthcare Commission performance indicators, the trust 
was required to improve the 24-hour Crisis and Home Treatment services (Grellier, 2008). To 
achieve this, a reconfiguration of adult services was deemed necessary and the trust 
commissioned a reduction in the number of Community Mental Health Teams (CMHTs) in the 
borough (Grellier, 2007). In October 2008 concern was raised regarding the quality of mental 
health services in this borough (NHS, 2008) and it came to the trust board's attention that 
caseloads at the three remaining CMHTs in the borough were approximately one-third higher 
than is desired to enable effective care (Clenaghan, 2008).
It is important to assess whether recovery-oriented practice has been influenced by this 
reconfiguration. Additionally, in order to extend the knowledge around this area it was seen as 
valuable to obtain further detail and insight into the experiences of front-line staff who are 
implementing the recovery and social inclusion strategy. Due to the reconfiguration of adult 
mental health services in the borough and the aim of increased detail, this present study 
focuses on a single CMHT, rather than all adult services as in the original research.
Aims
This study examined one CMHT staff's current understanding and perceived recovery-oriented 
practices. It also examined staff's perceived barriers to, and their phenomenological experience 
of, implementing this practice. The findings of this evaluation will be fed back to the recovery
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lead, to guide training of staff and further fulfil the goal of the promotion of recovery practice 
in the trust.
Aim 1
To ascertain CMHT staffs current recovery-oriented understanding and what they believe are 
their recovery-oriented practices.
Aim 2
To ascertain the CMHT staff's current view on the barriers to implementing recovery-oriented 
practice.
Aim 3
Investigate the phenomenological experience of CMHT staff involved in implementing the 
recovery-oriented approach.
Method
Participants
Nine clinical staff from the CMHT were eligible for the study as there was no specific inclusion 
or exclusion criteria. Five staff members participated in the study, a 56% response rate. The 
participants consist of two community psychiatric nurses, one social worker, one occupational 
therapist and one clinical psychologist. Four (80%) of the participants were female, which 
mirrors the gender diversity of the team. In terms of ethnicity, 100% of participants were 
white, which is a slight overrepresentation in terms of the ethnicity spectrum of the team, 
which is approximately 80% white.
Measures
To address the first two aims, five items from the previous study's schedule were adapted from 
short answer written questions for use in a face-to-face interview. To address the third aim, 
five questions were developed, to facilitate discussion of participants' phenomenological 
experience of working in a recovery-oriented way in the CMHT.
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This ten-item schedule was piloted with another trainee in the locality to assess feasibility and 
length of interview. From this pilot, one question was removed and one question re-worded 
which resulted in a nine-item semi-structured interview (See Appendix A).
Procedure
The study was introduced to the team at the weekly team meeting in late 2008. The study was 
deemed feasible and had a high rate of staff interest. All clinical staff in the CMHT were 
emailed for participation in April 2009 and were asked to read the attached information sheet 
(See Appendix B). Informed consent was obtained prior to interview (See Appendix C), 
anonymity was ensured as participants were given a participant number (1-5) and identifying 
details were removed from the transcripts. Anonymous transcripts and recordings of interviews 
were locked in a cabinet at the CMHT, to be destroyed at the end of placement. Participants 
were free to withdraw from the study at any time and request their data destroyed. Interviews 
lasted between 10 and 20 minutes, were recorded on audiotape and transcribed verbatim. In 
discussion with field and university supervisors, this project was deemed a service evaluation 
and thus does not need ethical approval.
The transcripts from the qualitative interviews were analysed using Thematic Analysis using the 
process outlined by Braun and Clarke (2006). The 15 point checklist for good thematic analysis 
from this paper was closely followed. To ensure further auditability and credibility, quotations 
from interviews are used to illustrate themes identified.
Results
Data analysis produced a number of themes that addressed the three aims of the study. For 
clarity, these themes are presented under the aims with which they correspond.
Aim 1
To ascertain CMHT staff's current recovery-oriented understanding and what they believe are 
their current recovery-oriented practices.
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Staffs current recovery-oriented understanding
Analysis of the transcripts indicated that staff had an understanding of the recovery principles. 
Data from the transcripts were organised into the following themes: 'Individual work', 
'Positivity for the future', and 'Agency'.
/ )  Individual work
Staff members spoke of working in a recovery-oriented way that meant their work was 
individual to the client^ and was specific to client needs and desires.
Participant 5: 'It would be what the individual would want... their aim.'
Participant 1: 'I'm helping her to work towards herself image and confidence.'
ii) Positivity fo r the future
All staff spoke of how the recovery-oriented approach offered a positive view of the future to 
the client, developing their potential and providing them with hope.
Participant 1: 'it's about helping individuals have some kind o f optimism. It's not saying that 
there is a cure but there is a way through life... so you can have some fulfilment and hope.'
Hi) Clients' agency and independence
Many staff members explained that recovery offered clients agency, independence and more 
responsibility and control over their lives.
Participant 4: 'You want to give people control.'
Participant 2: 'It enables clients to have onus over their own progression.'
 ^Staff members interviewed for this study all referred to the people that used the CM NT's services as 
"clients". For continuity this term  will be used throughout this report.
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Practice
Analysis indicated that staff were able to use their understanding to employ recovery-oriented 
practices. Two themes that emerged from the data was 'Recovery is a new name for a pre­
existing way of working' and 'Information the trust provides'.
i) Recovery is a new name fo r a pre-existing way o f working
All staff members saw the recovery-oriented approach as something that was a small step, a 
clarification or a naming of the way that they have worked prior to the trust's 'Implementation 
Plan'.
Participant 1: ' /  think it is good that we have given it a label... it  is what we should all be 
aiming fo r in mental health and in my view, I always have done.'
ii) Information the trust provides
All staff members report using the trust provided 'recovery packs' in their work and found parts 
of the pack useful. They explain that the pack provides a good starting point for their recovery 
work and can help provide clarity and structure for the client.
Participant 2: 'It's more helpful to have a pack...it's in black and white and [Clients] have it  
with them.'
Participant 3: 'I enjoy using the recovery pack... I would use some o f the structure as it  
provides a bit o f boundary setting fo r the client.'
Aim 2
To ascertain the CMHT staff's current view on the barriers to implementing recovery-oriented 
practice.
Analysis indicated that staff saw many barriers to recovery-oriented practice in the CMHT.
These barriers clustered around two main themes: 'Resources' and 'Clients'.
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i) Resources
The most prominent theme that emerged regarding barriers to practice was around insufficient 
money and time to complete recovery work. This was primarily seen to be due to the large 
number of clients on the staffs caseload.
Participant 1: 'Time and resources and case loads! I f  I had 12 people [clients] I couid really 
make proper inroads on all o f them, a more wholesome recovery package.'
Participant 2 'A lot o f it is time constraints. I f  you did have a lower case load o f people... [you 
can provide] more a package o f care, that's bringing in everything what's affecting a 
person's life.'
ii) Clients
A few staff explained that another barrier to working in a recovery-oriented way was 
connected with the client. Some staff believed that when clients were more unwell and had 
limited insight and understanding it was more difficult to work with them in this way.
Participant 2: 'It has certainly worked better with the clients who have some sort o f ins ight'
Participant 1: 'Another obstacle is... getting a client to realise what their recovery actually 
is...about what it  could be.'
Aim 3
Investigate the phenomenological experience o f CMHT staff involved in implementing the 
recovery-oriented approach.
Two main themes emerged when the section of the transcripts that relate to 
phenomenological experience was analysed. These themes were: 'Higher job satisfaction' and 
'Conflicting CMHT and recovery-oriented duties'.
i) Higher job satisfaction
All staff reported that they experienced working in a recovery-oriented way as being more 
enjoyable, rewarding and positive for them.
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Participant 1: '[Recovery] is the b it that has kept me in the Job that I do... that is where the 
job satisfaction is.'
Participant 4: 'It brings real meaning to my work...and I find  that really inspiring'
ii) Conflicting CMHT and recovery-oriented duties
Some staff explained that their experience of implementing the recovery-oriented approach 
conflicted with their other roles in the CMHT. They also stated that the duties of the CMHT 
were not often congruent with the values that were expressed by the recovery-oriented 
approach
Participant 3: 7 think that as a CMHT we don't spend much time really looking at the 
positive progress o f the clients...it's ail about risk.'
Participant 5: 'Most o f the work we are doing here is fire-fighting.'
Participant 3: 'You end up feeling like you have to figh t to do what I call the lower priority 
work, the preventative work and... [this]... can be very much central to recovery'
Discussion
The results indicate that staff have an understanding of recovery and are using this to inform 
their practice. However, staff also mentioned many barriers to effective recovery practice in 
terms of resources and clients. Staff also experienced conflict in the values of recovery and the 
duties that they were expected to do in the CMHT. In contrast, when staff were able to work in 
a recovery-oriented way with their clients they found it a rewarding experience.
The themes that emerged from staffs understanding of recovery, 'Individual work', 'Positivity 
for the future', and 'Agency' are closely aligned with three of the twelve principles of recovery 
found in the guidance by the Sainsbury Centre for Mental Health (Shepherd et al, 2008). 
Additionally, these themes link with the two of the trust's three key components of 'Hope' and 
'Control' (Perkins, 2007a). This suggests that staff have an understanding of the central messages of
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the recovery-oriented approach and practice findings suggest that they are able to implement their 
understanding with the use of the recovery packs
It is important to ascertain if there are gaps in staff's understanding so that the borough can focus 
training around these needs. The results of this study suggest that staff may not have as much 
understanding of other principles of recovery such as 'social inclusion' and 'promoting wellness' 
which may have an impact if the trust begins to use recovery outcome measures. Unfortunately, 
this study was not designed to test for this specifically and firm conclusions cannot be drawn. 
Therefore, it may be important for future evaluation to assess understanding of all of the principles 
or key components of recovery.
Staff perceive that their high caseloads are barriers to working in a recovery-oriented way which 
was also a theme from the previous study (Kollinsky, 2008). It seems that the reconfiguration of 
adult mental health services in the borough may have affected staff perception of their ability to 
work in a recovery-oriented way, as high caseloads were a concern for the majority of participants.
Staff may also perceive recovery-oriented practice to be an add-on to their existing work, thus 
taking more time. This has been identified as one of the top ten concerns about recovery (Davidson 
etal, 2006) and it is recognised a commonly perceived obstacle (Shepherd etal, 2008). Staff 
mentioned that they saw recovery as a concept that they have been practicing before it was 
formally recognised in the trust, which contradict this. However, it is possible that further training 
or supervision could be provided and allow staff to have a reflective space to think about how they 
can fully incorporate recovery values into their existing practice without it feeling like an extra duty. 
This further training could also assist with the perceived barrier of clients who have less 'insight'. A 
workshop could be organised for the team discussing the five 'stages' of the recovery process 
(Andresen et al, 2006) and how to assist clients on their journey through the stages.
This reflective space and training could also be useful for assisting with staff's experience of 
conflicting values around the CMHT duties and recovery values. Perhaps a wider promotion and an 
emphasis on recovery principles in team zoning and referral meetings, could assist with the 
discrepancies of values experienced by staff in the CMHT.
Staff tended to give similar accounts of their understanding, barriers and experiences and the 
themes presented tended to come from all transcripts. This may be due to the sample group 
consisting of front-line care coordinators and it may be a group with homogenous views. It may
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be pertinent to look at the recovery-oriented understanding, practices and experience of the 
more medically based professions, such as psychiatrists, to ascertain whether they are different 
from the sample here, as they may have different training and development needs.
Conducting face-to-face interviews with a small group of participants with whom you work and 
where there may be inherent power dynamics, may be affected by social desirability and skew 
the results. Research participants often want to exaggerate positive aspects of themselves in 
this situation (Park & Peterson, 2007). However, since staff were able to freely speak of the 
many barriers and the conflicting values they experienced, this does not seem to be the case 
with this study. This may be a product of the strong working relationship and degree of pre- 
established trust between the researcher and participants.
Dissemination of findings
The findings of this study cannot be presented to team prior to August 2009 due to a conflict of 
university commitments and team meeting days. It is anticipated that staff may receive positive 
benefit from feedback of their level of understanding of the term recovery and their current 
practices. Additionally, at this meeting another team member has proposed a presentation of 
information from a week-long recovery training course. This may serve to further the 
understanding of recovery-oriented practice and could be geared towards the possible gaps in 
understanding indicated by this study.
Conclusions
staff have a basic understanding of the main principles of recovery and are incorporating them 
in practice. However, there may need to be further specific investigation around other wider 
principles of recovery. If gaps in understanding are Identified, then training should be provided. 
This may also assist with staffs experience of time barriers to providing recovery-oriented 
practice and staff finding difficulties working with clients who are in the early stages of their 
recovery journey. There should also be wider promotion of recovery principles in the team to 
assist with the discrepancies of values in experienced by staff in the CMHT, so that the staff can 
continue to have rewarding and fulfilling interactions with clients when working in a recovery- 
oriented way.
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Interview Schedule 
Replication o f the questions from  the previous study
1. W hat do you th ink o f Recovery?
a. (prom pt) Do you feel you have a good grasp o f what it is?
2. W hat are you doing already in your w ork tha t means you are working in a 
recovery oriented way?
3. Do you know o f the tra ining available in Recovery?
a. (prom pt) Have you been on it? W hy/ why not?
b. W hat aspects do you th ink you would like to  learn?
4. Are there barriers tha t mean it is not as easy to  work in a recovery oriented 
way?
5. W hat do you th ink would help w ith  the im plem entation o f recovery practice?
Questions to  facilitate discussion on s ta ffs  experience o f im plem enting a recovery 
oriented practice
1. W hat has it been like to  begin working in a recovery oriented way?
2. W hat is it like helping someone w ith  the ir distress using recovery principles?
3. W hat has it been like using /  try ing  to  use recovery principles along side a medical 
model?
4. Is there anything else about your experience o f working in a recovery-oriented way 
tha t you would like to  te ll me?
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Appendix B 
Information Sheet
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Staff Experiences of Implementing the Recovery Approach in a Community
Mental Health Team 
INFORMATION SHEET
You are invited to take part in a project being conducted by______________as part of
her Doctorate in Clinical Psychology course at Surrey. Please take time to read the 
following carefully before you take part.
What is the purpose of the study?
I am interested in what it is like for staff implementing recovery oriented practices into 
their everyday working life. To explore your experience a short face-to-face interview of 
around 10 minutes will be conducted.
This study will also build on a research that was conducted in 2008 by____________ ,
the trainee a t________ CMHT, in which you may have participated.
Do I have to take part?
No. Taking part in the study is voluntary, but it would be extremely helpful if you could 
consider giving me 10-15 minutes of your precious time. I am aware that this is a busy 
and stressful time for everybody, however I will endeavour to make this experience as 
quick and stress free as possible.
What will happen if I decide to take part?
You will be asked to complete the aforementioned interview which will be recorded and 
the content analysed for themes. You will also be asked to complete a short 
questionnaire. Your confidentiality will be carefully safeguarded in accordance with the 
Data Protection Act (1998). All information provided, including any comments you 
make, will be kept strictly confidential. Your name and any other identifiable information
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will be removed from the information you provide, stored separately to the data and 
destroyed after I have completed my training.
What will happen to the results of the research study?
The results of the study will be written up as part of my coursework. I will also present 
the findings to the team in the team meeting.
Does this study require ethical approval?
This study does not require faculty ethics approval for the following reasons: (a) this 
study is considered a service evaluation (b) The participants of this study are not 
considered vulnerable (c) Participation in this study is not considered to be potentially 
distressing for participants.
Contact Details
I can be contacted on my email address at 
Alternatively you can contact my supervisor(s) on:
Placement supervisor
Service Related Research Project Supervisor
Thank you for taking the time to read this information sheet
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Appendix C 
Informed Consent
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UNIVERSITY OF
SURREY
Participant Consent Form
-CONFIDENTIAL-
Department of Psychology, 
University of Surrey
Study: '^Staff Experiences of Implementing the Recovery Approach in a Community Mental
Health Team."
Please sign below to indicate you have read and understood the following:
voluntarily agree to participate in this research study
I have read and understood the information provided. I have been given a full explanation 
by the investigators of the nature, purpose, location and likely duration of the study, and of 
what I will be expected to do.
I have been given the opportunity to ask questions on all aspects of the study and have 
understood the advice and information given as a result.
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I understand that I am free to withdraw from the study at any time without needing to 
justify my decision and without prejudice. I also understand that withdrawing my consent 
will have no effect.
I understand that all personal data relating to volunteers is held and processed in the 
strictest confidence, and in accordance with the Data Protection Act (1998).
The information which I provide will be treated confidentially and I will not be identifiable 
during any stage of the research process or in subsequent reports related to the study.
I confirm that I have read and understood the above and freely consent to participate in 
this study. I have been given adequate time to consider my participation and agree to 
comply with the instructions of the study.
Name of volunteer (PRINT) Date Signature
Name of researcher (PRINT) Date Signature
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Abstract
Background
Universities are increasingly under pressure universities to demonstrate the fairness and 
effectiveness of their selection procedure for clinical psychology training courses. Competition 
for placements on these training courses is high with approximately only one in four applicants 
gaining a place. For many applicants this competitive process evokes a great deal of anxiety 
which is further amplified by information sharing among applicants, on websites and through 
personal contacts, regarding the supposed criteria each training course uses for selection. More 
recently concerns have also been raised about current trainees sharing information about 
selection procedures with applicants they work alongside in the NHS.
Method
This was a qualitative study aimed to explore how current trainees, who interact with 
applicants to training courses, experience these interactions. Four semi-structured interviews 
were conducted with current trainees and the data was analysed using Interpretative 
Phenomenological Analysis.
Results
Themes indicate that participants had ambivalent and conflicting feelings about interacting 
with and assisting applicants. Participants felt that they are being put in a difficult position 
when approached by applicants.
Discussion
Results suggest that clear guidance is lacking from training courses regarding how trainees are 
to interact with applicants to training courses. Perhaps a clear protocol could be developed by 
courses to guide trainees through these interactions and reduce the negative aspects of these 
for applicants, trainees and courses.
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Abstract
objectives: Stigma and discrimination against people with mental health difficulties has not 
improved significantly over the past decade. This is despite numerous statutory national level 
strategies and interventions aimed at changing already held stigma in adults and adolescents. 
Investigation into the development of stigma at primary school age may provide information 
for more effective strategy and interventions to augment stigma before it develops. There is a 
lack of local, current and methodologically sound research in primary aged children. Therefore, 
this study had two broad aims: To explore children's attitudes towards and their 
understandings of, mental health difficulties.
Design: Qualitative data was collected, using semi-structured interviews, from six focus groups 
with children who viewed four vignettes depicting mental health diagnoses.
Participants: 33 children in school years 3-6 from two separate primary schools in an urban 
town on the south coast of England.
Method of Analysis: Focus group transcripts were analysed using Thematic Analysis.
Results: Four main themes emerged from the data. These were: consideration of friendship, 
making sense of others, attitudes and desire for certainty. A link between aspects of two of the 
main themes was identified as well as the influence of labelling and language.
Conclusion: Children of primary school age have not yet fully developed mental health schema 
and possess both critical and sympathetic attitudes. A link was found between understanding 
and sympathetic attitudes. This, coupled with children actively searching for meaning and a 
desire for certainty, suggests the development of an intervention program at this age group.
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Introduction
1.1 Overview
Mental health problems are credited as striking with a double-edged sword. Not only do people 
have the task of managing the difficulty itself, but they often have to contend with the effect of 
stigma and discrimination (Corrigan & Penn, 1999). Reducing stigma and discrimination and 
promoting inclusion has been on the agenda of a number of health and social care bodies in 
the last decade, but these have not had a significant impact on current levels of stigma (Sholl et 
ah, 2009). Recent interventions with adolescents have been conducted as an alternative 
strategy, finding high levels of stigmatising attitudes and concluding that mental health 
knowledge is varied (Pinfold etal., 2003). Earlier interventions in primary school aged children, 
when adequate knowledge of mental health concepts are present, prior to the onset of 
stigmatising attitudes, may be more beneficial than modifying attitudes that are entrenched by 
helping to shape attitudes before they are well-formed (Wahl, 2002). Before developing such 
interventions, a methodologically sound investigation with primary school aged children in the 
UK needs to be conducted.
This study aims to conduct a preliminary investigation into children's understanding of mental 
health problems and the emergence of stigmatising attitudes. This section begins with defining 
stigma and discrimination and reviews the existing literature on the cause and maintenance of 
stigma. It then explores the impact of policy and guidance on the current levels of stigma in the 
UK. The extant literature on knowledge and attitudes of adolescents and children is evaluated 
providing a rationale for the research aims. Additionally, developmental models are explored 
that may assist in the understanding of stigma in children.
1.2 Definition of terms
Language is an important aspect in combating stigma and discrimination. For this reason, this 
study takes careful consideration of the specific choice of language throughout. In the 
literature, there is contention over the most suitable terms and no term is without its criticisms 
(Beresford, 2005; Heffernan, 2006). The terms 'service user', 'people who use mental health 
services' and 'mental health problems/difficulties' will be used in this study.
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All the chosen terms are also adopted by Sainsbury Centre for Mental Health in their 
documentation on Recovery (Shepherd etal., 1998; Shepherd etal., 2010), in conferences on 
stigma and discrimination (Rethink, 2004) and therefore it is consistent within this context.
Stigma is a complex phenomenon and requires explicit definition. There have been various 
definitions and it has been applied in many circumstances, across disciplines. Therefore, 
investigators should clarify their definitions when using the term (Link & Phelan, 2001). In early 
research, the word 'stigma' was used to describe a negative characteristic that individuals 
possessed. However, this definition of stigma can itself be stigmatising. To counteract this 
Sayce (1998) preferred the word 'discrimination', as focus is placed on the people producing 
the negative behaviours, rather than a personal characteristic.
However, more recently, 'stigma' has been defined as an overarching term encompassing the 
cognitive representation (stereotypes) and negative affective reactions (prejudices) to people 
who use mental health services (Thornicroftetal., 2007). Similarly, Ottati etal. (2005) 
conceptualises stigma in this way, suggesting that discrimination refers to the behavioural 
consequences of negative stereotypes and prejudices. Using this conceptualisation of stigma 
and the term discrimination lessens the risk of victim blaming and incorporates both social and 
psychological processes (Hinshaw, 2005).
Adopting these two terms stigma and discrimination is consistent with the terminology 
adopted by the Department of Health (DoH) and other UK bodies producing guidance and 
policy (e.g. National Institute for Mental Health in England, Social Exclusion Unit (SEU), SHIFT).
It also reflects the language used by 'Time to Change', an anti-stigma programme led by 
leading mental health charities Mind and Rethink.
1.3 Current theories of stigma and discrimination
Current theories of stigma and discrimination developed from a whole population perspective 
and assume that adults and children engage with and react to, stigma in similar ways. There is 
an absence of child specific theories on stigma. Therefore, to provide an overview of stigma 
against mental health difficulties I will discuss the three main theories that have contributed 
significantly to the broad literature base on labelling and attribution theories, and stigma 
resulting from a lack of knowledge.
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1.3.1 Labelling theory
Labelling theory is a sociological theory that has undergone numerous iterations as research 
has grown in complexity. In this context it places primary importance on the effects of mental 
health diagnoses suggesting labelling may be the catalyst for, and the maintenance factor in, 
stigma and discrimination. One early deterministic conceptualisation of labelling theory is from 
Scheff (1966, cited in Link et al., 1989). He proposes that once labelled, individuals are 
perceived as 'deviant', due to the link between mental health labels and deviance held by 
members of society. People are then treated by the public in line with this deviant label and 
their behaviour adjusts to these expectations. Individuals then internalise this role, leading to 
chronic mental health difficulties.
Link et al. (1989) suggested a modified labelling theory, slightly reducing the amount of 
determinism in Scheff's theory. They state that individuals may respond to their label by 
withdrawing from society, keeping their label secret, or educating others to ward o ff negative 
attitudes. These responses cause negative consequences in self-esteem, earning power, or 
social network ties and can lead to vulnerability to other mental health problems or repeat 
episodes of existing difficulties.
Link and Phelan (2001) propose a further adaptation considering their earlier work as too 
simplistic. This revised theory includes five interrelated components: labelling, association, 
separation, status loss, and discrimination and power. The first two components are similar to 
the previous model. People are labelled with mental health diagnoses linked to negative 
attitudes, which are dominant cultural beliefs. Labelled persons are then separated from "us" 
and distinguished as "them" encouraging status loss and discrimination leading to unequal 
outcomes. Finally, the process of stigmatisation is mediated by the person's access to social, 
economic, and political power.
Labelling theory's foundations are based on the social constructionist ideas around mental 
health problems and 'deviance'. This perspective has been criticised for over-emphasising 
societal processes and placing less emphasis on biological processes occurring in mental health 
problems, such as depression (Timmermans & Haas, 2008). Notably, the symptoms and more 
unusual behaviours sometimes seen in severe mental distress produced more stigmatising 
reactions than labels themselves (Corrigan, 2000). Timmermans and Haas also argue that social
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constructionist theories such as labelling theory generalize mental health problems without 
taking into account potential differences, for example between depression and substance 
misuse. The type of mental health diagnosis can have an effect on the amount of stigma and 
discrimination. Corrigan etal. (2009) found that individuals labelled with drug addictions are 
more highly stigmatised than others, due to specific attributions the public makes regarding 
these mental health labels.
1.3.2 Attribution theory in perception of illness
Attribution theory focuses on social attributions, or the way that people explain and 
understand behaviour in others (Weiner et al., 1988). When attribution theory was applied to 
perception of illness, the attributional dimensions of 'stability' and 'controllability of causes' 
have been found to be especially pertinent to mental health (Corrigan, 2000).
Stability refers to whether the mental health problem is viewed as unchanging over time, or 
whether it is unstable and fluctuating. Stable causal attributions can lead to loss of hope and 
decreased helping behaviours due to the view that nothing will change (Boysen & Vogel, 2008). 
Controllability of causes refers to how much control individuals have over the onset of mental 
health problems. When cause is seen as uncontrollable, the person is deemed not responsible 
leading to less punishing behaviours. Additionally, people have more positive attitudes towards 
biologically caused rather than behaviourally caused problems (Boysen & Vogel, 2008).
From this research, stigma reduction programmes have developed emphasising the biological 
and medical nature of mental health problems. This approach reduced stigma associated with 
controllability, but research findings have been mixed (Corrigan & Watson, 2004). Framing 
mental health problems as a biological illness may have drawbacks due to views that with 
biological problems, people may not have any control over their recovery, thus reinforcing the 
stability of causality attribution. Additionally, it might promote the viewpoint that people with 
mental health difficulties may be fundamentally different from others, thus increasing 
likelihood of stigma (Read etc!., 2006).
1.3.3 Stigma due to lack of knowledge
Research shows that people who are more knowledgeable about mental illness are less likely to 
hold stigmatising beliefs (Corrigan & Penn, 1999; Watson et ai, 2004). Possessing inaccurate 
stereotypical information about people with mental health problems, such as perceived levels
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of dangerousness, can Increase stigma and discrimination (Watson & Corrigan, 2005). Several 
educational programs were developed to combat problems with attributions, focussing on a 
psychosocial rather than a biological or medical perspective. These programmes have been 
investigated with numerous social groups, such as police officers and young people and have 
been effective in changing beliefs (Pinfold et al., 2003; Pinfold, et al., 2005; Sholl et al., 2009).
An additional way to increase knowledge about mental health problems in psychosocial 
education programmes is to Include an element of 'contact' with a person with a mental health 
diagnosis. Contact theory, first proposed by Allport (1954, cited in Pettigrew, 1998) has been 
influential in theorising about intergroup contact to reduce stigma (Pettigrew, 1998). Contact 
with a service user is a key ingredient in these programmes and is evidenced to be effective in 
reducing stigma (Pinfold et al., 2005; Schulze et al., 2003). One important aspect of contact 
building on AI I port's theory, states that the benefits of contact with a service user are 
enhanced when the service user only moderately disconfirms the stereotype. If a service user 
highly disconfirms the prevailing stereotype, they may not be believed, or considered a special 
exception to the rule (Watson & Corrigan, 2005).
1.4 The impact of stigma and discrimination
Addressing stigma and discrimination is important, as it may impact people's lives as much as 
the mental health problem itself (Corrigan & Penn, 1999). Corrigan and Larson (2008) explain 
that stigma and discrimination may help to exclude people with mental health problems from 
'gainful employment, safe and comfortable housing, relationships, community functions and 
educational opportunities' (p.534). Additionally, Thornicroft (2006) states that stigma and 
discrimination can impact on a person's ability to participate in civil and social life.
Stigma and discrimination can lead to reductions in service users' self-esteem and self-efficacy 
which have been linked to a reluctance to pursue employment opportunities and independent 
living (Corrigan, 2007). It can also have a limiting effect on social networks (Corrigan, Kerr et al.,
2005) and through reluctance to seek treatment, prospects for recovery (Stier & Hinshaw,
2007).
Publicly held stigma and discrimination may prevent people with mental health problems from 
obtaining life goals in employment and education (Corrigan & Larson, 2008). This form of
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stigma may additionally affect relationships that people with mental health difficulties are able 
to form, due to a strong desire for social distance (Link et al., 1999).
Legislation limiting the rights of people with mental health problems to hold office, participate 
in juries and vote can also contribute to stigma (Corrigan et al., 2004). Additionally, stigmatising 
messages contained in mass communication sources such as newspapers provide a framework 
through which the public may come to understand people with mental health problems as 
dangerous, unpredictable and unsociable due to the considerable focus on these negative 
characteristics in the press (Corrigan, Watson et al., 2005).
1.4.1 Social exclusion
Social exclusion can be defined as people not being involved in areas of life such as in families, 
communities and the workplace (Hayward et al., 2010). This disconnect from valued social roles 
and identities can impact self-perception and wellbeing. The Social Exclusion Unit (SEU) Report 
(Office of the Deputy Prime Minister, 2004) specifically addresses links between social 
exclusion and mental health and suggests that mental health difficulties may be a trigger 
leading to a long-term cycle of exclusion through the effect of stigma, discrimination, 
unemployment and loss o f social networks.
As stigma and discrimination have such an extensive impact in many aspects o f the lives of 
people with mental health difficulties, it is vitally important for clinical psychologists to 
understand and assist in the reduction of stigma.
1.5 Strategy and guidance
Progress at a national level has been overwhelmingly slow. There is little evidence that 
population wide, service level polices have been effective and significant levels of stigma and 
discrimination remain. Historically there have been several initiatives. The National Service 
Framework for Mental Health (DoH, 1999) recommended services work towards reducing 
stigma and discrimination and promoting social inclusion. Despite this, no substantive changes 
occurred, due to poorly specified standards and no tangible sanctions for non-compliance. The 
DoH published another strategy embedded within 'No Health Without Mental Health' (2011). 
One objective in this document is to increase the public's understanding of mental health and 
decrease negative attitudes and discriminatory behaviours. Included is a more specific focus on
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mental health and specified indicators of change. However, we are yet to see if this strategy 
will impact stigma and discrimination.
Targeted guidance was published by the DoH's workplace initiative called SHIFT. This document 
primarily aimed at ending mental health stigma and discrimination in the workforce (DoH,
2006). This not only guides employers on promotion of good mental health and awareness of 
mental health problems, but also advises employers on discrimination law and making 
reasonable adjustments for employees.
Additionally, the SEU proposed an action plan to challenge attitudes and encourage social 
inclusion (Office of the Deputy Prime Minister, 2004). In contrast to the National Service 
Framework this document cites specific and tangible areas of impact and detailed indicators to 
monitor progress. Unfortunately, the SEU closed in 2006 and responsibility transferred to the 
Social Exclusion Task Force, itself closed in 2010 (Cabinet Office, 2011). Neither the progress of 
the SEU action plan or research evidence documenting changes resulting from this policy were 
published.
1,6 Current levels of stigma and discrimination in the UK
The DoH conducts annual surveys on attitudes towards mental health, sampling approximately 
1700 people over 16 (DoH, 2010). Results suggest that overall attitudes towards people with 
mental health difficulties became more negative from 1994 to 2007 (Sholl et al., 2009). This 
trend did not continue in the next two annual surveys (DoH, 2008; DoH, 2009). However, the 
most recent report (DoH, 2010) presented a mixed picture. Opinions changed towards greater 
tolerance and integration on some items, but on several items the proportion of respondents 
voicing more tolerant opinions has decreased since 1994. Furthermore, in the category 'fear 
and exclusion of people with mental illness' 20% of respondents agreed with the statements 
'Anyone with a history of mental illness should be excluded from taking public office' and 'As 
soon as a person shows signs of mental disturbance, he should be hospitalized'.
These reports show that despite governmental and non-statutory agencies promoting social 
inclusion and decreasing stigma and discrimination for over a decade, the levels of stigma have 
not decreased dramatically. This suggests that despite the significant intent to reduce stigma, 
the outcome have not been particularly successful. Given the lack of success of these
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initiatives, this paper argues that strategies addressing strongly held stigmatising and 
discriminatory beliefs in adults may not be the most effective method.
Investigating the process and development of knowledge and understanding about mental 
health problems, the accompanying stigmatising beliefs and discriminatory behaviours, prior to 
adulthood may assist us in generating additional theory on which to base more effective policy 
and intervention strategies.
1.7 Stigma and mental health knowledge in adolescents
Little research exists examining stereotypes and prejudicial attitude development in 
adolescence, when compared to the large amount of extant research exploring stigma and 
discrimination in the UK adult population.
Drawing on the current evidence and theoretical models for stigma reduction, several studies 
delivering psycho-social educational intervention programs for adolescents in secondary 
schools have been conducted in the UK. Recently there has been a drive to reduce stigma and 
discrimination in young people, attempting to change stigmatising beliefs and discriminatory 
behaviours before they reach adulthood where their views and behaviours may significantly 
impact people with mental health difficulties.
However, these studies also provide us with information on adolescent's understanding of and 
attitudes towards, mental health problems. These studies show that teenagers' understanding 
of mental health difficulties is variable, complex and can depend on individual beliefs about 
causality (Lindley, 2009) and often drawn from personal experiences, or failing that, messages 
from the media (Seeker etal., 1999).
These intervention programs provide significant evidence suggesting that teenagers already 
possess derogatory attitudes to people with mental health difficulties (Lindley, 2009; Pinfold et 
al., 2003; Sholl et al., 2009). Two studies (Essler et al, 2006; Roberts et al., 2007) found beliefs 
that mental health problems are associated with violence or dangerousness. These 
intervention studies show that psychosocial education programmes, incorporating contact with 
service users, can be effective in increasing understanding and in reducing stigmatising 
attitudes in the short-term (Essler et al., 2006; Pinfold et al., 2003; Seeker et al., 1999; Sholl et
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al., 2009). However, a lack of long-term follow up evaluations means there is no evidence of 
longer-term outcomes.
Compared to the expansive theoretical literature on adults and small amount of research on 
adolescents' understanding of mental health, we know relatively little about children's 
understanding and attitudes. There is lack of evidence regarding how these conceptual 
understandings develop and at what age stigmatising attitudes become apparent. By 
understanding how and when stigma develops in children, we may be able to design more 
effective intervention programmes, targeted at an age when mental health problems are 
understood, but prior to strongly held stigmatising attitudes forming. A critical review of the 
extant literature examining children's understanding of and attitudes towards mental health 
problems is presented below.
1.8 Children's understanding of mental health difficulties
A comprehensive review of the literature regarding children's understanding was conducted by 
Wahl (2002). He reviewed literature from the 1980's and 1990's, concluding that in general, 
younger children do not have clear knowledge of mental health problems and as children grow 
older, their understanding becomes more sophisticated. This develops as a greater 
understanding of difficulties with thoughts and emotions rather than confusion with physical 
illnesses and disturbances of behaviour. The studies reviewed in this paper all used differing 
methodologies, which Wahl acknowledged made generalising findings difficult. Some studies 
provided children with knowledge that 'something was wrong' with the character depicted in 
vignettes or were assigned labels such as "mentally ill", language that the children struggled to 
understand. This may have affected the results by narrowing the range of responses possible 
for the children to provide. In addition, these studies were conducted some time ago, all in the 
US, which also limits the generalisability to current children in the UK. The more recent three of 
the studies investigating the age group relevant to this study are discussed in more detail 
below.
Poster (1992) explored knowledge of mental health problems in 168 children in grades three 
through six (ages 8 to 11) who completed a written task for vignettes depicting anxiety, 
depression and schizophrenia. She used semantic content analysis to analyse the data along 
four dimensions of labelling, recommendations for intervention, causes and previous exposure.
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Although it is efficient to use this method with such a large sample, concerns are raised with 
this methodology. Potentially rich and enlightening understandings may not have emerged as 
children might have had difficulty in expressing themselves in writing. Additionally, the 
structured and predetermined analysis may not have reflected nuances of understanding in the 
data set. Only 27% of Poster's sample provided a mental health label to the vignettes. She 
concluded that there was an influence of age and vignette type from chi square analysis, but 
did not report any significant statistics. Therefore, her two conclusions of increasing knowledge 
suggesting a developmental trend and of schizophrenia as more easily identifiable mental 
health diagnosis are difficult to justify
Spitzer and Cameron (1995) individually interviewed 90 children aged 6,9 and 12 using 
vignettes depicting normal behaviour, antisocial behaviour and a 'psychotic disorder'. In the 
preliminary stage of the study they asked children if they could define the word 'mental illness'. 
They found that younger children believed that it was an extreme version of a physical illness, 
whilst the nine-year-olds were beginning to make connections with an illness in the brain or 
head. However, when researchers asked the children to define 'crazy' younger children defined 
'crazy' as 'being weird'. Older children also made connections to 'weird' but included the 
violation of codes of acceptable behaviour. This study is interesting as it shows that children 
have a construct of 'crazy' that becomes more complex with age attributed to the Influence of 
media. However, when children were given the label of 'mental illness' they had lower levels of 
understanding, which developed much later than the literature suggests develops for 
understanding characteristics of physical illness. It is unsurprising children's attitudes were 
varied and inconclusive given the researchers were presenting material in language the 
children did not understand. Again this study has limitations in providing children with negative 
labels of behaviour which they in turn interpret negatively and attach to already formed 
stereotypes of stigmatising behaviour.
Adler and Wahl (1998) conducted a study with 104 eight-year-old children who were asked to 
make up a story about a picture of an adult male who they were told was mentally ill, physically 
disabled or not labelled. These stories were analysed for negative characteristics. They found 
that children were unable to imagine examples of people with mental illness and thus may not 
have a conceptualisation of the label 'mental illness'. The results of this study were also
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affected by the researchers utilising adult concepts, such as the label of mental illness, in 
children's research. This suggests a more inductive approach in future research exploring 
children's understanding of characteristics of mental health difficulties rather than labels, 
might be more effective.
An investigation of recent studies from the UK shows evidence for knowledge in younger 
children increasing with age. In a study spanning age five to eleven. Fox et al. (2008) showed 
that children have knowledge about mental health problems from an early age and that older 
children have an understanding that becomes broader and more accurate. This study was 
based on the Leventhal Adult Illness Framework and employed a 'forced choice' methodology. 
Children assigned pre-designed labels or 'choice cards' in categories of curability, causes and 
consequences, on vignettes depicting depression, anorexia, psychosis and dementia. This 
methodology, although rigorous and repeatable, may potentially restrict the knowledge that 
the children were able to express and did not allow investigation of the specific language and 
concepts that they may use.
Similarly, Roose and John (2003), reported in a qualitative study that ten and eleven year olds 
show a sophisticated understanding of mental health in focus groups. Children were able to 
differentiate between mental and physical health, that mental health problems may not be 
easy to see and that they consisted of emotions, thoughts and behaviour. Owing to the focus 
group methodology, a richer understanding of the children's knowledge emerged. However, 
the study did not include younger children, so does not provide information on how this 
sophisticated knowledge develops.
The extant research provides insights into levels of understanding in children and other 
concepts they use to aid them with understanding. However, it is evident that additional 
research is required to address methodological shortcomings in this literature and to ascertain 
whether these findings are generalisable to today's children in the UK.
1.9 Children's attitudes towards mental health difficulties
It is highly unlikely that negative attitudes found in adults and in adolescents emerge fully 
developed after transition to secondary school. Thus, it is important to investigate how these 
develop in children. Wahl's (2002) review of the literature also considered children's attitudes
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towards mental health problems. Wahl concluded that there was evidence that negative 
attitudes were apparent even at the earliest ages studied. He also concluded that these 
unfavourable attitudes increased rather than decreased with age.
Examining studies from Wahl's (2002) paper in more detail, Weiss conducted a series of studies 
in the 1980's which suggests that children's attitudes became more negative between ages 6 to 
8, but that these negative attitudes became relatively stable around ages 11 to 13 (Weiss,
1985). However, significant methodological issues occur with his use of the Opinions About 
Mental Illness Scale. It was recognised as too complex, incomplete and was not adequately 
adapted for the sample. Despite these methodological shortcomings, the findings indicate 
scope for further investigation into development of children's attitudes to mental health.
Several earlier studies from the 1980's in Wahl's (2002) paper asked children for their attitudes 
towards 'crazy people' or people labelled 'mental patients'. In one study, children were asked 
to rate the characteristics of 'crazy', 'crippled' and 'retarded' people (Wilkins & Velicher, 1980). 
It is not surprising that when primed with these labels children's attitudes were stigmatising. 
This is a serious limitation in these studies and, along with their inconsistent methodologies, 
makes results difficult to generalise. Additionally, vignettes used in these studies often 
compared 'normal' people with vignettes on physical disabilities and people with mental health 
difficulties. Therefore, these studies only demonstrate children were more negative about 
people with mental health problems compared to other groups, rather than examining in detail 
what children think of people with mental health problems as a whole.
Considering these limitations in the extant literature, it seems clear further research is required 
to gain deeper understanding of how stigmatising attitudes develop in children and at what age 
they become apparent. Using a qualitative, inductive methodology, that does not provide 
stigmatising labels, may counteract the limitations of these previous studies. It may also help 
researchers to develop fuller and clearer understanding of children's attitudes towards mental 
health problems.
1.9.1 The influence of media on children's stigma
Due to the lack of child specific theories on stigma, it is important to examine possible sources 
and maintaining factors associated with emerging negative attitudes. Although children have
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many personal socialising agents such as friends, family and teachers, the media may also 
provide a consistent message assisting in creating children's social reality (Wahl et al., 2007). 
Wahl et al. (2003) concluded over half of children's films contain material relating to mental 
health problems and the majority of characters display violent and threatening behaviour. 
Although the authors admit they could not measure the direct impact of films on children, it 
seems reasonable to suggest these depictions of mental health difficulties contribute to 
children's developing conceptions of the world. Similarly, Wahl (2003) concluded it is likely that 
negative attitudes about mental health problems are being cultivated in young children due to 
pervasive images of such people as unattractive, villainous and dangerous. This is especially 
salient, as presently public education and anti-stigma campaigns are not specifically targeting 
children.
1.10 Developmental models
The development of stigma in children cannot be understood adequately without taking into 
account the cognitive developmental processes underpinning and influencing children's 
knowledge of and attitudes towards mental health problems. However, these theories have 
not been tested rigorously with children in regards to mental health, but have primarily been 
undertaken with regards to stigma and discrimination in other areas such as race, or in relation 
to children's understanding of other medical illness. An exploration of these theories will be 
undertaken in the next section to aid understanding of the present study.
Research conducted in other areas of stigma and discrimination suggest that children as young 
as three-years-old are sensitive to cues signalling group differences such as race, physical 
disabilities and gender (Adler &Wahl, 1998; Corrigan & Watson, 2007). However, cues 
signalling a person with mental health problems are relatively more hidden and ethereal, thus 
it is plausible to assume that concepts of mental health and associated stigma may emerge 
later, when further cognitive developmental milestones have been reached.
Over several decades, numerous developmental approaches have been suggested influencing 
development of stereotypes in children; a social learning approach, a cognitive-developmental 
approach, in-group and out-group development theories and development schema and scripts 
in children.
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1.10.1 The comparison of social and cognitive models
The social learning approach posits that stereotypes are learned from the social environment in 
which children live. As children are not born with stereotypes, they gradually acquire them 
through continuous learning, influenced by key figures in their lives (Corrigan & Watson, 2007). 
Parents, other family members and other sources such as media, peer groups and schools 
influence children's stereotype acquisition and can provide information, reinforce and instruct 
stereotypic content (Bar-Tal, 1996).
The cognitive developmental approach draws on Piagetian developmental theory suggesting 
changes in cognitive structures and abilities underpin stereotype acquisition (Bar-Tal, 1996). 
Piaget claimed there are discrete developmental stages children move through in qualitative 
leaps in which distinct abilities emerge. These developmental stages will influence the nature 
of stereotype held (Corrigan &Watson, 2007). For example in terms of children's stereotypes 
regarding race. Park (2011) suggests children in the pre-operational stage of Piagetian 
development (less than age 7) may have only rudimentary ethnocentric understanding of race. 
He states that due to  relative cognitive immaturity, they have not learned to interpret 
perspectives of others and have strong in-group preferences which may be difficult to shift.
In terms of concepts of illness, Bibace and Walsh (1981) argue that children's beliefs concerning 
illnesses follow the same development as other Piagetian principles. They contend that In the 
pre-operational stage children's beliefs about illnesses are influenced by thoughts o f magic or 
punishment. When children move into the concrete-operational phase, around age seven, they 
can recognise influences of causal factors in illness onset. However, this is only on one level of 
analysis, such as failure of specific body parts. It is only after 11 years that children understand 
illness causality as operating on two levels of analysis. For example, they not only understand 
faulty body parts such as a heart, but also that illness onset may be Influenced by extreme 
stress.
Corrigan and Watson (2007) completed a comparison of social and cognitive models, 
attempting to explain stigmatising stereotypes and attitudes development in children in 
relation to ethnicity or gender. They identify two aspects of the incremental learning model, 
closely resembling the social learning approach, that have not been supported by research. If 
learning was influenced by key figures In the child's life there would be an association between
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parent and child attitudes, which has not been found. Additionally, if learning occurs 
incrementally one would predict that younger children would show lower levels of stigma and 
discrimination than older children, this was not found. In fact, evidence suggests that younger 
children endorse negative stereotypes more frequently than older children.
To explain this finding, Corrigan and Watson (2007) suggest a cognitive stage model. They state 
that five year old children, in the preoperational stage are cognitively able to distinguish and 
recount stereotypes corresponding to in-group and out-group individuals. However, due to 
their developmental stage, they are still relatively egocentric and are unable to understand 
complex cognitive processes. This leads them to appear to endorse prejudicial statements 
about stigmatised groups, or 'in-group is good and out-group is bad' (p. 530). When children 
reach seven years, in the concrete-operational stage, they have expanded conceptual abilities 
with consequent reduction in prejudicial attitudes.
However, evidence for these theories has only been collected for knowledge and attitudes 
regarding tangible and manifest signs of ethnicity and gender. Corrigan and Watson (2007) 
develop a hypothesis that this pattern would hold for stigma against mental health problems, 
but that this would become evident in much older children. This hypothesis has been 
somewhat supported by research by Spitzer and Cameron (1995) suggesting that seven year 
olds were confused by terms like 'mental illness'. However, this theory has not been rigorously 
tested and clear supporting evidence is yet to be obtained.
In contrast to the above theory. Fox et al. (2008) found their results did not completely support 
a Piagetian-based stage model. They suggest that, although there was a developmental shift in 
children's thinking about mental illness, this shift did not occur from stages of magical and 
illogical thinking to more complex and developed ones. The younger children provided clear 
and logical answers appearing based on knowledge of common physical illnesses. They suggest 
children acquire this knowledge through experiences of common childhood illnesses and when 
coming across new illness types, they attempt to make sense of it using already held criteria. 
They hypothesise children will provide more medicalised responses until they are older, 
acquiring more knowledge about mental health problems.
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1.10,2 The developm ent o f schema
Another alternative to stage model theory is the idea that children organise knowledge and 
beliefs into schemata, or into scripts (Eiser, 1989). Schemata are categories or rules, abstractly 
represented, that help us to explain the world. Schemata can be about the self, the world or 
others and help us make inferences to assist us in predicting what might occur in our 
environment (Young et ai, 2003). Schemata about others are particularly pertinent to the 
current study. By understanding how schemata for others develop, we may be able to use this 
to understand how children acquire knowledge and begin to develop attitudes towards people 
with mental health difficulties.
Despite schemata's prominence in the language of psychology, little literature examines how 
these knowledge structures are developed and even less related to development in children. 
The small numbers of papers discussing development of schemata contend they develop in 
sequences of stages, each more complex than the last. Some theorists propose three stages 
(John, 1985) and some four (Taylor & Winkler, 1980). The similarities however lie in that as 
schemata begin to develop, they firstly tend to be a specific representation of a single incident. 
When little more information is acquired, the schema develops into a 'stereotype' then used to 
overgeneralise. Taylor and Winkler also state that in this phase people tend to search out more 
data that 'fits' into their already held schema. This subset of the schema development theory 
may help in understanding a maintaining factor for stigmatising views. Perhaps people only 
acquire a small amount of information which they then use to overgeneralise. It is only when 
individual's schema becomes more complex, that they are able to attune to inconsistencies in 
their schema and data in reality and develop more abstract elements (John, 1985).
Welch-Ross and Schmidt (1996) examined a developmental model of gender schemata, which 
focuses on information processing in a study with 117 children aged four, six and eight. This 
model explores similar concepts to the theories above, however it places more importance on 
the amount of information that children have, rather than the complexity of the information. 
They found younger children were more often in the information gathering stage of gender 
schema development, whereas by eight-years-old many of the children had reached the 
schema deployment phase. In this phase, children are more efficient at processing typical 
information whilst using atypical information to revise schema.
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However, the authors conclude that children may not be developmentally classifiable according 
to particular phases reached, rather that children of any age may progress through phases 
within particular tasks. This conclusion may provide explanations of disparities of findings in the 
literature regarding schema development in gender, race and illness. It is plausible that 
children acquire understanding in different aspects of their knowledge of others, not due to 
developmental processes, but rather as a product of exposure to information to develop their 
schema.
1.10.3 The development of in-group and out-group attitudes in children 
Children's attitudes towards in-groups and out-groups are essential to young children as they 
learn about the social world (Cameron et al., 2001). Early theories on these attitudes suggested 
children rate their own group positively and negatively rate the out-group (Hogg & Abrams, 
1988).
However more recently, Aboud (2003) conducted a study examining in-group and out-group 
race preferences of children aged between four and seven years of age. This suggested that in­
group and out-group attitudes may not be reciprocal. Bias may occur due to evaluation of one's 
in-group more positively than the out-group, without necessarily holding negative views of the 
out-group, contradicting earlier findings.
Cameron et al. (2001) also studied this lack of reciprocity suggesting that it might have different 
origins. They posit a lay theory that children may hold the idea that 'what is familiar to me is 
preferred'. Using this familiarity-based model they suggest that prejudice is not a natural 
outcome of a child's cognitive development and social categorisation, but rather an interaction 
between these elements and social-contextual factors such as socialisation and influences from 
close others.
1.11 Summary of rationale for research
There is much evidence for negative impacts of stigma and discrimination on people with 
mental health difficulties. This is evident in policy and guidance documents from many 
statutory and charitable bodies stating that reducing stigma and discrimination should be 
prioritised by those working in the mental health field. Despite this, levels of stigma and 
discrimination currently In the UK have not changed significantly and remain a concern. Many 
theories have been developed to try to understand and combat already established stigma in
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adults and adolescents, though most have not shown long-term improvements. Focusing 
efforts onto understanding and combating stigma as it develops in children may have more 
positive long-term effects.
There is relatively little prior research dedicated to children's understanding of and beliefs 
about mental health problems. The research suggests children's understanding may increase in 
complexity as they age and stigmatising beliefs are apparent at an early age, but due to issues 
with variations in methodology, the age of the studies and their locations, it is uncertain 
whether these findings are generalisable to current UK children. It is also uncertain whether 
child developmental models applied to stigma in other areas, such as gender and ethnicity, are 
applicable to the less tangible aspects of mental health problems.
1.12 Aims
Therefore, this study builds upon the small evidence base regarding primary school aged 
children and stigma against mental health problems in the UK. Due to the scarcity of prior 
research it will have two broad aims.
Aim 1-To explore children's understanding of mental ill health
Aim 2 -To explore children's attitudes towards mental health problems.
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2. Method
2.1 Design
This study was designed to provide preliminary information for a number of other studies 
conducted within a research group focussing on children's understandings and attitudes 
towards mental health. Because of this, and due to the scarcity of inductive research 
conducted with primary school aged children regarding their understandings and attitudes 
towards mental health, a qualitative method was chosen for the design of this study. 
Considering Silverman's (2010) criteria on methodological decisions, this approach was deemed 
the most appropriate as it would enable the research questions to be answered more 
completely and provide a richer knowledge of stigma in children. Qualitative and inductive 
methods are most advantageous when there is little research from which to build hypotheses 
to test using quantitative methods (Turpin et al. 1997).
2.1.1 Focus groups with children
Focus groups have been traditionally used in exploratory research with adults as they provide 
rich data that emerges from group interaction. The aim of a focus group is to elicit beliefs, 
attitudes and experiences, thus it was deemed an appropriate strategy to answer the research 
aim. Additionally, this study aimed to access knowledge, attitudes and responses that develop 
and are revealed in a social context though group interaction. Therefore, a group format was 
employed rather than individual interviews to examine this process.
In the past decade there has been an expansion of the use of focus groups with children. A 
number of publications have suggested that this methodology is suitable (Gibson, 2007;
Morgan et al., 2002), that it may be beneficial in reducing the effects of adult power 
(Mauthner, 1997) and the pressure on individual children to answer questions (Freeman & 
Mathison, 2009).
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2.2 Materials
2.2.1 Vignette development
Vignettes are commonly used as a vehicle to encourage the discussion of attitudes towards 
mental health (Wahl, 2002). For the present study, eight vignettes were initially developed 
across the spectrum of distress; from more everyday experiences of social interaction, through 
common mental health difficulties, to experiences considered to be indicative of more severe 
and enduring mental health problems. The text for the vignettes was developed by the 
researchers in a standard format. They were standardised by number of characters, a familiar 
social context (school or home) and the amount and type of interaction between characters. 
Four vignettes depicted male main characters and four depicted female.
2.2.2 Vignette pilot
The eight vignettes and preliminary discussion questions were piloted in a group format with 
primary aged children, from both genders. The vignettes were presented with text and cartoon 
pictures on a slide show with an audio track. The pilot outcome suggested that showing eight 
vignettes was too many for children to concentrate adequately and some of the vignettes and 
questions caused confusion. In particular, the children found it difficult to generate 
conversation about the vignette's depicting more normal everyday experiences and questions 
about the degree of distress depicted by the character was confusing. This feedback and the 
discussion amongst the research team resulted in the four vignettes depicting more everyday 
experiences of social interaction being excluded from the study, the questions modified and 
their number reduced.
The four remaining vignettes used in the main study depicted experiences seen to be an 
indication of mental health problems. These represented a spectrum of mental health 
conditions; from a simple phobia (dog phobia) through to a depressive episode. Obsessive 
Compulsive Disorder (CCD) and psychosis, which was representative of a more severe and 
enduring mental health problem. See Appendix A for a sample of the slide show and the 
transcripts of the vignettes. The vignettes were presented in the same order to each of the six 
focus groups.
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2.1.1 Interview schedule
A semi-structured interview schedule rather than a topic guide was considered the most 
appropriate for the present study, as it permits an open and spontaneous discussion to emerge 
whilst still preserving structure and continuity between groups (Krueger & Casey, 2000). 
Additionally, the inherent flexibility in this method was seen as important to gain an in-depth 
understanding, as we were able to explore concepts with the children as they arose and thus 
capture the richness of their thoughts. Semi-structured interviews also assist in rapport 
building between the researchers and the group members (Silverman, 2010).
The semi-structured interview questions (Appendix B) commenced with an open question to 
elicit general understanding. It then moved towards more prompt questions to elicit discussion 
pertaining to cognitive (knowledge), affective (attitude) components (Ottati et al., 2005; 
Thornicroft et al., 2007) and potential behavioural responses. To address the cognitive or 
knowledge component, the children were asked what they thought was happening in the story, 
what they thought the main character was thinking or feeling and why they think the main 
character was behaving in this way. To address the affective component, the children were 
asked how they would feel if they were the main character's friend and whether the main 
character would have many friends. Additionally, the children were asked what they would do 
If they were the main character's friend, and whether they would be friends with the main 
character in the vignette. As we could not directly measure the third aspect of stigma, 
behaviour, these questions were included as an attempt to capture self report or intended 
behaviour.
2.2 Participants
Purposeful sampling was employed for this study. Participants were approached for inclusion if 
they were members of their school council, as they would be accustomed to speaking in a 
group format and voicing their own views. School councillors were selected by the children in 
their own class to represent their views on the council and thus were deemed especially 
appropriate for this study. Children were to be excluded from participation if they were 
deemed by their head or class teacher as having the potential to become distressed in the 
group.
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A total of 33 children consented to take part in six separate focus groups across two primary 
schools in an urban town on the south coast of England. Potential schools were Identified in 
discussions with researchers with prior experience of conducting research in the local area. The 
specific schools were chosen in liaison with the head teachers to represent a cross section of 
socio-economic demographics. We aimed to conduct a focus group of mixed gender in each 
year level and in each school.
Twenty five children from a primary school which is situated in a higher socio-economic status 
(SES) catchment took part in four separate focus groups for years three to six. This school has 
4.5% of pupils eligible for free school meals (Department for Education, 2010). A further eight 
children from a primary school which is situated in a lower SES catchment took part in two 
separate focus groups from the mixed age class group 4/5 and class 5/6 in which they were 
taught. In this school 35% of pupils are eligible for free school meals (Department for 
Education, 2010). The focus groups were mixed sex and overall 55% of participants were male.
2.3 Procedure
Potential participants were identified from the school council in each school. An information 
sheet and consent form was sent home and consent to take part was invited from parents 
(Appendix C). The children whose parents had consented were then invited to take part in the 
focus group, where a further age appropriate information sheet was read out and an assent 
form was signed by each child (Appendix D). Focus groups were held in the participant's school 
during school hours and a teaching assistant was present during the groups to assist with 
participation and to manage any distress caused according to normal school procedures. No 
significant issues of distress emerged in any of the focus groups and generally the children 
were well engaged with the task.
An 'Icebreaker' activity was conducted prior to the start of the group. Then there was a 
discussion of the group rules and children were encouraged that all ideas and opinions were 
welcome. The children then completed two of the four vignette discussions which were 
projected onto an interactive whiteboard from a connected computer. The children had a short 
break and then completed a game where they were encouraged to name alternative usages for 
everyday items pulled out of a large black bag. This activity was used to encourage flexibility of 
thought and to reiterate that in the group there were no right or wrong answers. The group
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then concluded with the other two vignette discussions. The researchers moderated the group 
discussions to keep the discussion flowing, actively encouraging the children to interact with 
each other and encouraging all children to give their views (Wilkinson, 2004). On average the 
groups lasted around 50 minutes and no group was longer than an hour.
2.3.1 Ethical considerations
When conducting research with children, a number of ethical issues are key to the 
development and conduct of the study. Although children can be seen to be competent 
participants in research, their vulnerability needs to be held in mind (Mukherji & Albon, 2010).
The ethical considerations tha t are specifically im portant in conducting research w ith  children w ere  
developed by Alderson (1995). She defined 10 key areas that should be addressed. The 10 areas can be 
grouped into four broad areas, three o f which are addressed below: possible harm and distress, consent 
and choice, privacy and confidentiality (Hill, 2005). The fourth broad area, involvement of children in 
research, was incorporated in the pilot process.
Harm and Distress: Ethical approval was gained from the Faculty of Arts and Human Sciences 
Ethics Committee at the University of Surrey (Appendix E) and informed consent from the head 
teachers of the two schools was obtained, as well as from parents and from each child. To 
reduce the likelihood of distress, the vignettes and questions for discussion were developed in 
conjunction with researchers experienced in conducting child focussed research and working 
with primary aged children. Additionally, a debriefing sheet was given to each child at the end 
of the group (Appendix F). This sheet restated the aims and reasons for the research, reminded 
the children that if they were distressed due to the group to tell an appropriate adult and 
provided the number for an anonymous child telephone helpline if they wished to discuss 
things privately.
Consent and Choice: Age appropriate information sheets and assent forms were developed in 
conjunction with guidelines for child centred research from the National Research Ethics 
Service (2007). The children were reminded that they could withdraw from the study at any 
time and confidentiality and its limits were explained in age appropriate terms. The children 
were also given the opportunity to ask questions about the research before they signed the 
assent form.
Major Research Project
P a g e  I 139
Privacy and Confidentiality: The audio recordings of the focus groups were transcribed 
preserving the anonymity of the participants. Transcripts and audio recordings were stored in 
accordance with the Data Protection Act (1998).
2.4 Analysis
A consideration was given to the analysis approach Interpretative Phenomenological Analysis 
(IPA). This was not considered appropriate to answer the research aims as I PA attempts to 
uncover personal views and meanings from participants who have experienced a particular 
phenomenon (Smith, 1996). However, in this study the children may not have knowledge or 
understanding of mental health difficulties which is what the study is attempting to investigate. 
Grounded Theory (GT) places high importance on the process that emerges out of an 
individual's narrative experience of a particular phenomenon, which is difficult to obtain in 
focus group data (Schreiber & Stern, 2001) and again from children who may not have 
knowledge or understanding o f mental health difficulties. Additionally, a key component ofGT, 
theoretical sampling, whereby the data analysis determines what data should be collected next, 
was not suitable to answer the research aims in this study. To address the issues with prior 
literature and to have the best chance o f investigating children's understanding and attitudes 
taking in a developmental context, the study required a pre-determined age range and 
sampling procedure that would not have been permitted within the procedural guidelines fo r  
GT.
Thematic Analysis is a tool to encode qualitative information (Boyatzis, 1998). It alms to 
develop, analyse and report patterns within the transcripts in relation to the research questions 
(Braun & Clarke, 2006). Thematic analysis has been criticised for its flexibility in method and 
allowing the researchers to choose their epistemological stance in relation to the data. Using 
the well established method as set out in Braun and Clark's paper, this study aimed to address 
this criticism and create a theoretically and methodologically sound analysis.
The data was transcribed from audio tape by the researcher, as it is an important stage in the 
process of becoming familiar with the data (Bird, 2005) and conforms to the first of six phases 
of thematic analysis recommended by Braun and Clark (2006). The following five phases of 
thematic analysis were then performed: generating initial codes, searching for themes, 
reviewing themes, defining and naming themes and producing the report.
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Data analysis was conducted using qualitative data analysis software NVivo (version 8). The 
initial codes were generated in the second phase, working through the data in a systematic 
fashion. The third phase entailed collating the codes into potential themes, which were 
reviewed and refined to ensure that the criteria of internal homogeneity and external 
heterogeneity (Braun & Clark, 2006) were met. Phase four involved the refinement of the 
themes. This involved examining all extracts under each sub-theme to ensure these were 
consistent. If there was discrepancy, either the theme label was adjusted or a new theme 
created and the extract moved to a more appropriate theme. In addition, a thematic map was 
developed (Appendix G) which was also evaluated for homogeneity and heterogeneity by 
removing theme overlap if it occurred. The thematic map was then examined to ensure that it 
was representative of the entire data set. The completion of this allowed the next phase, 
defining and naming themes, to occur. Each theme was examined to determine its 'essence', 
the relevant data extracts were collated and they were organised into an account that was 
coherent and internally consistent. These accounts were then written up to tell the story of the 
data in the final phase.
2.5 Evaluative criteria
Evaluation of qualitative data analysis is an important step in ensuring methodological rigour 
(Silverman, 2010) and ensuring the validity of the analysis. Despite this, there is no 
standardised procedure to evaluate the methodological, theoretical and practical aspects of 
qualitative research. Due to the theoretical flexibility inherent in Thematic Analysis it has 
greater possibility of stance impacting on data interpretation. For this reason, evaluative 
guidelines were used to ensure quality and rigour within the analysis (Yardley, 2000)
Yard ley identified four characteristics of good qualitative research (1) Sensitivity to context.
This refers to the researcher considering the theoretical framework of previous studies in the 
subject area and the methods that have been utilised to complete these. It also refers to the 
researcher developing an awareness of the socio-cultural setting of the study. (2) Commitment 
and rigour. This indicates the researcher's commitment to the level of engagement with the 
topic researched and the adequacy of the analysis. (3) Transparency and coherence. This refers 
to the clarity and the clear 'fit ' between the research question, the theoretical background and 
the analysis undertaken. It also refers to the clear presentation of the data collection process
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and the resulting themes. (4) Impact and importance refers to the theoretical, practical and 
socio-cultural impact of the findings of the study.
Each of Yard ley's (2000) criteria were considered in the design, conduct and write up of this 
study.
1) The study utilised prior theory to influence the generation of research aims and 
critically evaluate the methodology of previous studies, so that the same criticisms 
could not be applied. Additionally, the potential impact of socio-cultural factors and its 
potential impact on beliefs have been addressed in the sampling method, by sampling 
children from differing socio-economic status.
2) The method section in this report is detailed and a well established and detailed 
analytical method has been used. In addition, rigour has been addressed by analyst 
triangulation, see validity of analysis below.
3) To explain the themes that emerged from the data sample quotes have been included 
in the results section. A sample of one section of a transcript has also been provided 
(Appendix H) with initial coding notes.
4) The discussion section includes a section on clinical implications and further research 
addressing how the results of this study may assist in the reduction of stigma and 
discrimination.
2.5.1 Validity of analysis
Validity of data analysis is especially pertinent in qualitative methods as the analysis relies 
heavily on interpretation of raw data by the researcher. Various types of triangulation can be 
employed to increase validity of the analysis. These methods aim to combine ways of looking at 
the data (method triangulation), or alternate findings (data triangulation), however they are 
subject to their own methodological criticism (Silverman, 2010).
This study employed another strategy, analyst triangulation to reduce systematic bias and 
distortion during the analysis of the data (Patton, 2001). After initial coding was completed, the 
transcript deemed the richest in terms of coding density was chosen and separately coded by 
two supervisors, one of whom had experience in conducting research on stigma and the other 
with extensive experience in conducting research with children. Consensus and additional 
codes that emerged from the transcript were discussed in terms of similarity to codes already
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established by initial coding and included into the analysis if they were seen to add meaning 
and/or an additional perspective. This process helped to ensure that the resulting themes were 
rich and grounded in the data. A similar process was conducted after the initial themes were 
generated and a thematic map was constructed. Whole day analysis and consensus meetings 
were held with both supervisors to discuss the addition or refinement of themes to ensure that 
the resulting analysis was not only grounded in the data but encapsulated the majority o f the 
data generated.
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3. Results
This study had two broad aims; these were to explore children's understanding of mental ill 
health and their attitudes towards people with mental health problems. Four themes emerged 
from the thematic analysis of the focus group audio recordings. To illustrate the themes, 
anonymised quotes^ from the children will be presented alongside the theme descriptions. A 
summary of the four themes and their associated sub-themes are presented in table 1 below.
Table 1. Summary of themes and sub-themes
Theme Sub-theme
1) Making sense of others • Specific
• Integrated
2) Attitudes • Sympathetic
• Holistic
• Critical
3) Consideration of friendship • Impact on the self
• Other's perspectives
4) Desire for certainty • Difficulty in tolerating ambiguity
• Benefits of certainty
W ithin the quotes of the results section the following notations have been used 
[text] indicates that text has been added to  improve the clarity of the quote
[sic] indicates the quote appears exactly as the original source
indicates a pause in the dialogue 
[...] indicates a part of the text has been om itted
TEXT indicates stress placed on a specific word by child
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Theme 1 : Making sense of others
This theme explores how the children made sense of people who were displaying signs of 
mental health distress. There was an overwhelming sense that children were striving to make 
some meaning out of the situation even when they were not sure what was happening. The 
children displayed a wide range of knowledge; from a quite limited simple understanding 
relying on single schema, to a more sophisticated, integrated knowledge. Integrated knowledge 
included ideas around causes, an individual's internal thoughts and mental health difficulties on 
a continuum from normal behaviour. The children also used their knowledge of their own 
experiences of direct and indirect contact with people who they recognised as displaying 
similar characteristics.
The theme is divided into two sub-themes entitled 'Simple' and 'Integrated' which reflect the 
level at which the children are meaning making.
Medical problemsEmotions Developmental
factors
Link between 
thoughts, feelings 
and behavioursPhysical world Minor aspects
Continuum of 
behaviours
Common sense Contact
IntegratedSimple
Making sense of others
Figure 1. Thematic map of'Making sense of others'
Simple
This subtheme emphasises previously encountered specific and real experiences the children 
used to make sense of a person presenting with a mental health difficulty. A number of these 
discrete knowledge bases were used by the children as a frame of reference, to assist with their 
understanding. This prior knowledge was used as a template, from which the children 
extrapolated further information, to help them make sense of this novel situation. There was a
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sense that the children were assimilating this information into an already existing schema, 
rather than adapting a schema, generating a more complex meaning.
Emotions
The children used their knowledge of common emotions such as sad, scared, angry and worried 
and how these emotions manifest, to help them understand a person's experience. Below, 
Joseph shows how he is using his knowledge of how the emotion of scared manifests to help 
him understand the situation.
Joseph: Because he was like so frozen cause he's quite scared of... cause he was like 
petrified cause he don't like seeing dogs, he was scared o f dogs.
Medical problems
The children also often used their knowledge of known medical problems that are common in 
children, such as allergies and then applied this schema to make sense of the situation.
Benjamin: it  might be a b it like (friend) as he is allergic to fu r so he can't go near any 
animal.
Joseph: when um she washes her hands she might like have like sensitive skin and stuff 
like that, so that's why her hands went red.
The physical world
The children also used their understanding of how elements in the physical world interact and 
applied this knowledge to try and make sense of what was happening in the situation.
William: Weli as she has gone and washed her hands she has used the wrong kind o f 
tap she has used the hot one instead o f the cold. And she has put it  on... you know when 
you turn it  on and it  goes realiy hard? She has put it on really hard and it  made her 
hands go all red.
Focussing on minor aspects
When the children were unsure or confused about what was happening, some children made 
sense of the situation by focussing on one minor visual aspect of the vignette and then inferred
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further information from this. In this quote, Jackson is focussing on the person's eye colour and 
using this to express his belief that the person is different.
Researcher: And what about you Jackson, what do you think is going on in that? 
Jackson: I don't realiy know actually.
Researcher: No? What do you think is most likely?
Jackson: Well... I f  you have a look at Charlie's eyes, there is something different, they 
are red I
Jackson went on to comment that he thought that Charlie's red eyes might mean that he was 
the devil; which indicates he thought Charlie was not only different, but very negatively so.
Common sense
The children also constructed meaning in the situation by drawing on common sense 
explanations for why the person may be presenting with this behaviour. The common sense 
explanations were constructed by the children, drawing on their knowledge of common 
reasons for why a person might exhibit a particular behaviour or feel a certain way. This 
involved drawing upon their past experiences to find a learnt life rule or a practical explanation 
for the person's presentation. This is best described by three different quotes from Zoe, Hayley 
and Hannah.
Zoe: [...] Is it  because it is not a good idea to pat an animal i f  you don't know it  or 
anything.
Hayley: so i f  you have not much space like you live somewhere where there is not 
enough space, you would make it  all neat so that there was more space.
Hannah: [...] I f  you'd been saying go to the park and it  was quite rainy and um you... 
and it's very easy fo r you to get muddy. I would probably um wash them [hands] very 
carefully.
Contact
Some children used their knowledge from both direct and indirect contact experiences to aid 
understanding. Indirect contact experiences from the media (news, books and TV programs)
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and experiences from one child's mother's occupation were drawn upon and applied to the 
situation if similarities in behaviour or presentation could be detected.
Benjamin: um it  might be a bit like Matilda cause she could do something with her eyes
Liam: [...] I was watching this film  about OCD people and yeah it said that they always 
feel worried cause they think that someone is going to mess it  all up.
William: My mum works with people like that 
Researcher: Does she? Can you tell us anything about that?
William: Well basically there is a lady. I f  there is anything on the dirt like... there is a 
lady she takes out... and i f  there is [something on the floor] she would go and pick it  up 
and put it  in the bin
Direct contact experiences that children drew upon to help them understand were usually from 
friends or family members who displayed similar characteristics.
James: My sister is scared o f dogs.
Hannah: This is what my brother does sometimes, they say "Oh Tm no good at 
anything".
Integrated
This sub-theme explores the more sophisticated and integrated meaning making when making 
sense of others. The children drew on more abstract or complex ideas and/or multiple 
perspectives to help them understand the situation.
Developmental factors
The children considered what developmental factors may have contributed to the person's 
current mental health difficulties. They considered both internal (emotional) and external 
(family life, previous experiences) causes, but also the possibility of a genetic contribution. The 
varied developmental factors are best explained by three quotes from Samuel, Caleb and 
Gabriella.
Samuel: Well I think that in the past um someone bullied Chloe, so she is like "oh no one 
likes me".
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Caleb: they might have seen it  attack someone before [...] they are afraid that it's 
gonna [sic] happen to them.
Gabriella: Cause sometimes people are naturally born with it.
Links between thoughts, feelings and behaviours
Some children made sophisticated links between thoughts and feelings and the impact on a 
person's behaviour. The children used their theory of mind skills to wonder about the thoughts 
and feelings that weren't expressed. They used their skills to help them make sense of why 
people showing signs of mental health difficulties may be presenting in a certain way.
Zoe: I think it  kind o f fits  that she is afraid o f germs because... that might be why she 
doesn't lend anybody her pencils and everything
Continuum of behaviours and emotions
The children also drew on their understanding of more 'normal' behaviour or emotions and 
made connections to the experience of a person with a mental health difficulty. The children 
suggested that mental health behaviour might be on a continuum from more everyday 
experiences.
Zoe: is it  slightly similar to a perfectionist? but a little b it like that times two.
Some children also suggested a continuum occurred in terms of the frequency of behaviour. A 
more everyday behaviour which is completed more often can have negative consequences and 
cause distress in some people. This is best summarised by Grace.
Grace: um she likes things neat and tidy a b it too much, cause iike when she was 
rubbing it  out she rubbed... she actually made a hole in her paper., when she was 
washing her hands she made her hands go red so it's kind o f a connection.
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Theme 2: Attitudes
This theme explores how the children regarded people showing signs of mental health distress. 
Various viewpoints from across the attitudinal spectrum were expressed by the children. These 
ranged from sympathy and compassion, to a holistic understanding of a mental health problem 
being only one aspect of the person, to specifically critical and negative attitudes.
I Additional j 
j information i
I Negative j 
I Character trait I
Pity
HolisticSympathetic Critical
Attitudes
Figure 2. Thematic map o f 'Attitudes’
Sympathetic
This subtheme explores the attitude that children displayed where they showed compassion 
and empathy towards the characters in the vignette. This emerged from the children’s sense 
that the person’s presentation is understandable given the circumstances.
Hayley: Maybe she is just a b it scared that other people may make fun o f her i f  she 
can't do something properly.
Hayley: [...] but maybe ifum  she was like scared o f people teasing her about something 
that she couldn't do... maybe it's because she is scared or worried or maybe a bit upset 
that she can't do it.
Pitv
Children also expressed sympathetic attitude, but sometimes this sympathy involved an 
element of emotional distance. They often expressed that they "felt sorry" for the character, 
but this sentiment seemed more aligned to pity than to a more empathetic expression.
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Allison: I would feel a bit sorry fo r her cause she doesn't understand that it's alright to 
make mistakes and it's alright to not do something super perfectly.
Liam: I would feel sorry because they are always are frustrated and s tu ff [sic] I would 
feel really sorry.
Holistic
This sub-theme explores the children expressing a holistic attitude, that people with mental 
health difficulties may have more facets than they are displaying. That mental health distress 
did not account for the whole identity of the person and it didn't matter whether they were 
sad, or had a phobia, they might have other positive values. There was a sense that some 
children thought that all people have similar characteristics and there was capacity in all people 
to exhibit certain behaviours.
Charlie: it doesn't really matter that he is scared o f dogs it's Just one thing that he is 
scared o f and I mean everyone is scared o f something, he's just scared o f dogs.
Allison: I would want to be friends with him cause it  doesn't really matter cause 
underneath he is still your friend and he can still do stu ff with you it doesn't really 
matter i f  he is afraid o f animals, that doesn't change anything.
Critical
This sub-theme explores the negative and often critical attitudes that children directed towards 
people with mental health difficulties.
Negative character trait
A number of children interpreted and labelled behaviour as a negative character tra it that 
described the person's whole identity. The children described people as mean, spoilt, rude, 
weird, a wimp and a liar because of their presentation and/or behaviour. This is best 
summarised by Grace and Caleb.
Grace: um well I think Lucy is a b it spoilt and she always wants to keep things tidy, so 
she gets more things.
Caleb: um no, cause I would think he was weird and he is a liar.
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Additional information
The children would also sometimes bring in additional information that was not presented in 
the vignettes to reinforce, expand and express their negative attitude.
Gabriel: [...] cause she is not sharing her pencil and she might not like lend someone a 
DVD i f  she had one that someone really wanted and she probably wouldn't share her 
books or anything like i f  she hadn't finished her work.
Theme 3: Consideration of Friendship
This theme explores decision making processes of children considering friendship with an 
individual presenting with mental health difficulties. A number of specific factors influenced the 
children's decision making process across two broad domains. These were entitled 'Impact on 
the se lf and 'Other's perspectives'. The children considered the potential negative impact on 
themselves if they engaged in the friendship. They also took a wider inter-personal perspective 
and considered what other people would think of them if they engaged in the friendship. 
Although positive aspects of the character were considered, there was the sense that the 
children tended to focus on and consider more salient potential negative impacts that 
friendship may have.
Negative emotions i 
activated !
External pragmatic i 
effects !
Assessment of social i 
value !
Transferability of i
social value !
Impact on the  self Other^s perspectives
Consideration of friendship
Figure 3. Thematic map of'Consideration of friendship’
Impact on the self
Impact on the self is an intra-personal perspective in which children considered both the 
potential internal emotional and external pragmatic effects of forming a friendship with a 
person showing signs of mental health difficulties. They used this information to help decide 
the extent of friendship. The sub-theme is best summarised by Caleb in response to the animal 
phobia vignette.
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Caleb: [ I f  you were] playing with someone and you see a dog and they run o ff and then, 
you like got no one to play with then. If  it happens every day then it  would be annoying.
Negative emotions activated
Many children commented that they would have negative feelings activated by being in a 
friendship with a person with mental health difficulties. They mentioned negative emotions 
such as confused, upset, "weirded out" [s/c], or annoyed which they suspect might be aroused 
due to the behaviour of the other person in the friendship.
Ava: A little bit um weird... Because... it  would feel a bit strange that she has to keep 
washing it  over and over again and stu ff like that and i f  I was her friend I wouldn't feel 
that nice
A few children commented that they would feel burdened with a feeling of responsibility for 
their friend if something was to happen and that this would affect their friendship decisions.
Melissa: [...] I don't think I would want to get quite a close friend cause i f  something 
were to happen I would kind o f feel responsible cause [...] Like i f  he had a breakdown or 
he almost died I'd feel a b it responsible.
External pragmatic effects
Children gave consideration to the more external, pragmatic effects of friendship with a person 
with mental health difficulties. They considered whether friendship would be difficult, 
unpredictable or unstable and if the person was exhibiting pro-social or friendship enhancing 
behaviours.
They took into account whether the situation was the individual's fault and whether the 
problem was likely to be permanent. Both permanence and the situation being of the 
character's own doing were linked to a lesser desire for friendship. Here James explains why 
the character with the animal phobia would not have many friends because of the permanence 
of his situation and that he wouldn't want to be friends with Jack.
James: Well because he would never get to see anybody cause he would always be 
inside [...] and they would think well I don't want to play with him anymore cause he is 
always inside.
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Researcher: [...] Would anyone want to be friends with Jack?
James: Not Really.
Some children thought that being friends with a person with mental health problems would be 
difficult and would require adjustment to their usual play routines, something that negatively 
affected their desire for friendship.
Natalie: When they were near a dog Jack would just run away... so and i f  there is 
nowhere else to play in the park, i f  they saw the dog, you would have to go to ANOTHER 
park.
If the person was displaying behaviour that was not pro-social, it often had a direct bearing on 
whether the children thought they would be able to commit to the relationship.
Grace: [...] I wouldn't befriends with her because she like, she doesn't share anything, 
she doesn't share her pencils and she has to keep everything tidy and i f  I like knocked 
one o f her pencils out o f place she would get really angry.
Other's Perspectives
Other's perspectives is the children's metacognitive thoughts regarding what they believe 
other children will think of them for engaging in friendship with someone with mental health 
difficulties. The children assessed the potential social value of the person and the 
transferability of any negative social value that they detected. It also explores the power that 
other's children's perceived attitudes have over the individual child. The children are making 
friendship decisions not only about what they think, but also placing high value on what they 
believe other's will think of them. Again negative effects were highly salient as there was a 
sense that a wrong decision may lead to social isolation for the individual child. This sub-theme 
is best summarised by Liam.
Liam: Because at firs t I thought that it  would be pretty cool but loads o f people might 
be freaked out.
Assessment of social value
The children conducted an assessment of the person's social value; whether they had any 
desirable and positive aspects or whether the person was already positioned in the out-group
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and thus had negative social value. Potential positive aspects were best described by Joseph 
and Caleb.
Joseph: [...] cause she might want to keep herself healthy and nice and clean.
Caleb: Pretty cool actually. I would love to have a best friend with superpowers
Some children assessed the person as definitely belonging to the out-group which lowered 
their social value and had an effect on whether the child was prepared to engage in friendship. 
An example of the person being positioned in the out-group was given by Natalie.
Natalie: because lots o f people like dogs and i f  Jack just ran away from  the dogs 
everyone would just like "I am not your friend anymore" cause I'm always around dogs.
The development of a decision making process from being positioned in the out-group to its 
effect on friendship is demonstrated by James over the length of a discussion regarding the 
OCD vignette.
James: I think she won't have any friends i f  she keeps being neat and tidy because she is 
going to take so long and be so smart [...] Well I'd feel a bit sorry because she had 
problems, but I wouldn't really want to be her friend.
Transferability of social value
Children also took into consideration whether being friends with someone with negative social 
value would also impact on or be transferred to their social value. Some children believed that 
by virtue of engaging in a friendship with someone with mental health problems that they 
would be contaminated with the same negative views.
Jackson: Cause they think that you have got a weird friend and i f  you have a weird 
friend then that makes you weird.
William: Well basically i f  you had a weird friend, other people would think you ... "He's 
mad I"  Why is befriends with him?
This sub-theme demonstrates some children's desire to stay within their in-group and saw 
engaging with someone with mental health problems as potentially threatening to their own
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social standing. This is an example of the power that possible negative attitudes of other 
children have on children's friendship making decisions.
Theme 4: Desire for certainty
This theme explores the children's desire for certainty in understanding their social world. The 
children expressed that they found tolerating uncertainty difficult as they were not able to 
match these situations with previously learnt scripts on how to respond. They expressed 
feelings of confusion around behaviours that they were not able to understand and the 
negative emotions that confusion raised in them. The theme also explores their desire to be 
told what is happening with a person with mental health difficulties, so that they know how to 
act, accommodate and manage a situation. They also believed that positive effects will result 
from their certainty in understanding the situation.
Feeling confused Is i 
not nice !
Negative social 
effects
Know how to act Provide friends with i 
knowledge !
Difficulty in tolerating  
ambiguity
Benefits of certainty
Desire for certainty
Desire for information Effect of labelling
Figure 4, Thematic map of'Desire for certainty'
Difficulty in tolerating ambiguity
The children said that they would feel confused if they were not sure what was happening with 
a friend or someone in their social world.
Feeling confused is not nice
Feeling confused was also linked to negative emotions and thus ambiguous situations were 
uncomfortable for the children to tolerate. Sophie, William and Gabriel commented on this
Sophie: A bit sad cause your friend has just walked o ff and you don't know why.
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William: Confused cause you don't know what is happening and when., why Jack is 
going indoors.
Gabriel: I f  I was his friend I would feel quite sad and quite annoyed at the same time [...] 
cause he doesn't want to play with like you and he well, he just might think he's like he 
doesn't like you anymore or something.
Negative social effects
The children also recognised that there might be negative social effects for the person if other 
people were not able to make sense of the situation.
Zoe: If people didn't know anything they probably wouldn't want to be friends with him.
Desire for information
This difficulty in tolerating ambiguity was expressed by some children as a desire to be given 
information about what the person with mental health problems was experiencing; either from 
that person or another source. This was best expressed by Lilly.
Lilly: i f  he has another problem I would say next time just come and tell it  straight to me 
then I would play with you.
Benefits of certainty
The children expressed many positive benefits of being certain about the experiences of people 
in their social world.
Know how to act
Many children conveyed that knowledge and certainty may increase their desire for friendship, 
because they would also have an understanding of how to act when they encounter people 
with mental health difficulties. There was a sense that certainty would allow children to 
potentially activate previously learned scripts of how to behave in the situation.
Lauren: I would already be her friend but I would try and be even more o f a friend cause 
I would then understand what she is going through and try and help her get through it.
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Provide friends with knowledge
Grace describes how she would provide her friends with knowledge and certainty, which would 
have a positive effect on their ability to understand, act appropriately and be friends with her.
Grace: i f  I was scared o f like dogs or something I would tell someone like Daniel because 
they would be my friend and I could tell my friends what I feel and how I feel so they 
could come and play with me.
Effect of labelling
Certainty leading to understanding and inclusion was also played out in the dynamics of the 
group. After the children had been given a label for what was occurring with the character in 
the vignette, they often were able to express a desire for friendship. This was due to the child 
having an understanding that this person possibly needed support. A clear example of this is 
shown through the dialogue between Luke and the researcher and also dialogue between 
Hayley and the researcher.
Researcher: I f  you knew that um Jack had an animal phobia would that make you more 
or less likely to want to befriends?
Luke: more so I could like cheer him up and everything.
Researcher: If you knew that Charlie had something that was called Schizophrenia or 
psychosis [...] do you think that would make any difference to whether you would be 
friends with him or not?
Hayley: Yeah more likely friends because then... i f  I did know what it  meant then I would 
know what it  means and then I could be careful about that and help him.
3.1 Relationships between the main themes
Although the two themes of 'Making sense of others' and 'Attitudes' were separate distinct 
themes, through the process of analysing the data and the themes emerging, it was indicated 
that specific aspects of each theme were interlinked. The link appears to be between the sub­
theme of a more integrated and sophisticated meaning making and a more sympathetic 
attitude. Many of the coding samples from the transcript were placed in both of the 
subthemes. For example, in the following quote Melissa is integrating her theory of mind skills.
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her theory on the development of the problem and displaying a sympathetic attitude towards 
the character.
Melissa: 'Cause she has probably got something going on in her life and she is probably 
doesn't want it  to happen. Like maybe her parents are splitting up or maybe she... or 
maybe her mum is having a new baby and she doesn't want it  to happen.
3.2 Process
Two interesting phenomena arose out of the process of the focus groups. The phenomena 
arose independently of the main themes; therefore it was decided to discuss them in detail in a 
separate section.
3.2.1 Labelling
As described in the theme four; providing the children with labels of the experiences of the 
characters in the vignette at the end of the discussion had an effect on how they responded. 
Labelling not only assisted the children with certainty and subsequently on their consideration 
of friendship, it also had an effect on their ability to make sense of others and their attitudes.
The process of providing the children with a label at the end of the vignette discussions had 
varying effects. This effect tended to be linked to whether the children had an already formed 
schema of this label. If the children had encountered this concept previously, they were able to 
use this schema to influence how they made sense of the situation and their attitudes.
For example, perhaps the children may have a schema connected to the word 'disorder' in the 
label Obsessive Compulsive Disorder, as something that you were born with or something that 
was medical. This may help to explain the following phenomena in the discussions after the 
OCD label had been given are from Ava and Grace.
Ava: cause it  aint her fault. I f  she got born like it then she can't do anything about it  can 
she?
Grace: Um there might be like problems with her brain she needs to keep everything 
perfect.
This notion of a brain disease or something that you were born with had not previously arisen 
in the discussion until after a label was provided.
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More commonly, the process of labelling offered the children to connect the scenes in the 
vignette with an already existing schema, with which they were then able to make more 
complex meaning out of the situation. This is best shown by a discussion between Zoe and 
Hannah.
Zoe: Isn't phobia when you are really scared o f something and basically you can't go 
near it  cause you are so scared.
Hannah: Is it  basically what Zoe said and is it  a fear o f it? You can't... you can't go near 
it  because fo r some reason you just don't like it, like arachnophobia, you are so scared 
o f spiders.
Labelling also had an effect on the children's attitudes towards people with mental health 
problems. Again as above, the process of labelling sometimes had the effect of shifting 
attitudes from the more negative and critical end of the spectrum towards a more sympathetic 
assessment. One clear example of this is shown by Liam.
Liam: I just thought he was being a baby, but he's got an animal phobia.
Liam also indicated through a show of hands that he would be more likely to be friends with 
the character now that he knew he had a phobia.
3.2.2 Language
Exploring language that the children used can provide us with additional information around 
children's knowledge and attitudes.
The children did use some language in their discussions which could be construed as 
stigmatising. The children used words like 'crazy', 'loopy', 'psycho' and 'cuckoo-clock' in 
reference to the people showing signs of mental health difficulties. However interestingly, the 
children only used these words in reference to the people who were showing signs of the more 
serious mental health diagnoses of OCD and psychosis. Perhaps these characters were more 
easily 'othered' and stigmatised against because their presentation was seen to be farther from 
the children's understanding of everyday experience.
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There was a sense in the focus groups that using this language was somehow not okay. Two 
interesting process occurrences took place after some of the children had used the stigmatising 
language. Firstly, there was the use of humour by others to diffuse the situation. It seems likely 
that humour was used to diffuse feelings of discomfort that this language raised. After one 
discussion around the person displaying signs of psychosis as crazy, Liam used humour to 
change the conversation.
Researcher: So what do you mean by the word crazy Gabriella?
Liam: you have eyes in the back o f your head [...] I know one thing I can do with my eyes 
Researcher: what?
Liam: Look at people! (giggles)
Additionally, after some of the children had used the stigmatising language, there was a sense 
that they felt uncomfortable about using that language. Some of the children would refrain 
from saying additional comments on the topic, or change the subject when asked for further 
information.
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4. Discussion
This study aimed to explore children's understanding of and attitudes towards mental health 
difficulties. Focus groups were conducted with children in primary school aged seven to eleven 
who discussed four vignettes depicting a range of mental health difficulties. Through thematic 
analysis of the transcripts, a theme relating to children's understanding (Making sense of 
others) and theme of Attitudes emerged, as well as two additional themes. The two additional 
themes were Consideration of friendship and Desire for certainty. The two themes Making 
sense of others and Attitudes were seen to have links to age and the type of vignette discussed. 
Aspects of these two themes were also seen to be interlinked. Additionally, two phenomena 
arose out of the process of the focus groups. Labelling the mental health problem had an effect 
on the children's knowledge and attitudes and language used by the children indicated that the 
more severe mental health difficulties were more stigmatised.
4.1 Exploration of findings
The four themes, the links to age and vignette type, the interlinking between two themes and 
the two phenomena will be discussed in relation to current literature below.
4.1.1 Making sense of others
This theme encompasses how the children made sense of a person showing signs of mental 
health difficulties and the knowledge bases they used to facilitate this; from simple and 
discrete, to more integrated meaning making.
There was a sense from all transcripts that the children were striving to make sense of the 
situation, using any available and potentially related knowledge bases to do so. This indicates 
that for children, making sense of their social world is important. The process of children 
striving to make sense of the situation can be partially explained by the children's thinking or 
learning style. Felder (1988) proposes that some people may be active learners who prefer to 
process information through discussion and active experimentation, testing out and explaining 
information in a social context. This mode of learning is also encouraged in the classroom, 
through the national curriculum by the Teaching and Learning Research Programme (2006). It 
recommends encouraging chiidren to become more active learners and develop efficient
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learning strategies. Perhaps the children in this study were displaying characteristics of active 
problem solving which may have been their natural learning style, or may have been developed 
in their educational setting.
There is evidence from this study that children were assimilating new information into already 
existing schemata, as well as adapting their knowledge of many different schemata and 
integrating, to help make sense of this situation. However, here was a sense that in relying 
predominantly on other schemata to make sense of the situation that the children in this study 
did not have already formed schema around mental health. Literature on schema development 
suggests that schemata are developed in stages. From the results of this study it seems that the 
children were still in the stage of acquiring information (Welch-Rus & Schmidt, 1996) regarding 
mental health rather than progressing to a stage where a stereotype around mental health had 
developed, which they could then deploy.
When the children were using direct and indirect contact experiences to help them understand, 
there was a sense that these were drawn upon, not because the children made a link between 
a depiction of mental health problems and specific instance in their life, but they drew parallels 
to behaviour that they could recognise. The children were able to identify others that were 
'scared of dogs' with whom they had contact. This comparison was not seen to be at the level 
of phobia, but as a more common active dislike of the animal. There was one exception to this, 
as one child (Liam) had watched a documentary about OCD and was able to identify this in the 
appropriate vignette, but this instance was salient due to its rarity. The example of Liam can 
also be connected to Welch-Rus & Schmidt's (1996) theory of schema development which 
prioritises exposure to information rather than a developmental process in schema formation.
Consistent with prior literature, children were using their already formed schema around 
medical illness as a template to understand mental health (Spitzer & Cameron, 1995). 
Interestingly this study reported that children made sense of the situation by providing serious 
physical health explanations, whereas in the current study the children were more likely to 
speak of allergies and sensitivities. The Spitzer and Cameron study provided the children with 
the word 'mental illness' which was interpreted as a serious physical illness. In contrast, prior 
to the diagnostic labels presented in this study, the children utilised their knowledge of
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common medical issues that they are most likely to be exposed to, a finding that was 
consistent with that of Fox et al (2008).
In the integrated sub-theme the children utilised their theory of mind skills to help them 
understand the situation by inferring mental states (thoughts and feelings) of the characters in 
the vignette. Theory of mind skills develop, in neurotypical children, throughout childhood and 
from aged six onwards children generally have an awareness of mental states and their 
influence on people's behaviour (Frith & Frith, 2003). To understand mental health, the 
children first need to understand mental activity so they can infer mental state from behaviour. 
Theory of mind has also been said to underpin the development of social cognition (Perner & 
Wimmer, 1985). This is similar to the results obtained by Roose and John (2003) who found 
that children were able to make links between thoughts and emotions in thinking about mental 
health.
This study adds several aspects to the current literature on what specific schemata children 
draw upon to make sense of mental health difficulties. Namely when children do not already 
have a schema formed for mental health difficulties, they draw upon their skills in theory of 
mind, their knowledge of emotions, common sense and contact experiences to help them 
understand the situation. Thereby building on the work in prior literature where the focus was 
on physical health schemata contributing to the development of mental health schemata.
4.1.2 Attitudes
This theme explores the attitudinal spectrum of the children in regards to people with mental 
health difficulties. Children expressed attitudes that were sympathetic, holistic and critical.
The literature regarding children's attitudes towards mental health problems tends to  be 
quantitative in nature or only report results related to negative attitudes. Thus this study adds 
to the literature by exploring the range of attitudes that the children expressed and suggests 
that children's attitudes are complex and varied. Concurrent with the findings of Wahl (2002) 
the children did express negative attitudes; they even constructed extra fictional details to 
support their critical attitudes. Flowever, they also expressed compassionate and empathetic 
views alongside more critical beliefs. The children were also able to view a person with a 
mental health difficulty in a holistic manner, believing that the person possessed many facets 
to  their personality. This is a surprisingly mature attitude given the age of the children in the
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study. Perhaps the present study allowed a range of attitudes to be expressed because of the 
neutral manner in which the vignettes were presented and all viewpoints were encouraged.
This study did not pre-dispose children to negative attitudes by providing chiidren with 
negative labels such as 'crazy' or 'mental patient' which is a serious limitation in previous 
research, but rather encouraged an evolution in their own thinking.
Some findings of this study can also be supported by attribution theory. Negative attitudes 
were associated with an internal attribution where as holistic attitudes encompassed a variety 
of rationale for the person's behaviour. The children were making attributions on the 
dimension internal-external (Heider, 1958) when expressing negative attitudes. Saying the 
character was 'a liar', or was 'spoilt' indicated that they saw it as a character tra it or an internal 
stable disposition of the person (Jones & Davis, 1965), which is also linked to negative attitudes 
(Pettigrew, 1979).
As the children were not in possession of a schema for mental health difficulties the children 
were not making attributions based on a mental health diagnostic label. They were making 
attributions based on the character's behaviour, further evidence that appraisal of behaviour 
and not labels are prominent in negative attitudes towards people with mental health 
difficulties (Corrigan, 2000).
4.1.3 Consideration of friendship
This theme explores the factors which children take into consideration when deciding whether 
to be friends with a person with mental health difficulties. This was separated into two sub­
themes of Impact on the self and other's perspectives.
The children not only assessed the pragmatic effects of being friends with the character, but 
they also considered the emotional effects of this friendship on themselves. If the children 
predicted that the friendship might produce negative emotions they were less likely want to 
engage in friendship. This finding adds to the literature, as previous research have only 
explored what children believe about the other person, rather their beliefs of what would 
happen to themselves in a friendship.
There was evidence to suggest that friendship decisions were shaped by the children's 
thoughts on stability and controllability of cause from Corrigan's (2000) attributions of illness.
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The children were less likely to want to be friends with the character if they decided that the 
character's behaviour was their own fault and if they thought that they would always be 
exhibiting that behaviour. This is consistent with other studies findings with adults (Boysen & 
Vogel, 2008) and children (Swords eta l, 2011).
In the sub-theme 'Other's perspectives' the children were engaging in metacognitive thinking 
by considering what other people will think of them if they befriend someone with a mental 
health difficulty. This is further evidence that the children were drawing on their theory of mind 
skills, not only to help them understand, but help to inform their friendship making decisions.
In conducting an assessment of the character's social value, the children were engaging in a 
process of social categorisation and deciding whether the individual was in the in-group or the 
out-group (Aboud, 2003). Upon deciding the character was in the out-group it was less likely 
that the child would want befriend the individual because of the potential transferability or 
contamination of your social value by those you associate with. From this finding we can also 
hypothesise that the children may be using this assessment along with their theory of mind 
skills, as a way of protecting themselves from joining the out-group. There was a sense that the 
children were worried and cautious about being placed in the out-group, which influenced their 
friendship decisions. This preference for ones in-group concurs with the research on in-groups 
and out-groups in children (Aboud, 2003; Cameron etal., 2001).
4.1.4 Desire for certainty
This theme encompassed the children's difficulty in tolerating ambiguity in their social world, 
their desire for certainty, a wish to know how to react and the effect of providing labels and 
information.
The children's discomfort with ambiguity and confusion in their social world reflects their 
desire to know how to react when presented with different social situations. There was also a 
sense that they wished to respond in a socially desirable manner. Eiser's work on scripts on 
health and illness can be utilised to help understand the results of the present study. She states 
that scripts are essentially schemata that include representations of typical events that occur in 
a particular order over a time period (Eiser et al., 1990). For instance a child's script o f what 
happens at a doctor's visit or at the hospital can be understood and modified with further 
explanation to allay their fears and help them cope with a situation (Eiser & Eiser, 1987). These
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scripts allow for common understandings about events but also tolerate unique variations, e.g. 
a trip to the doctor for an ear infection versus a skin rash. Perhaps if the children in the present 
study were provided with the material to build up a schema around mental health, the 
enhanced familiarity would decrease their discomfort.
This theme adds to the literature about how children experience people with mental health 
difficulties in their social world. By expressing their discomfort with not understanding mental 
health difficulties and their willingness to try to understand, the children have highlighted the 
need to develop interventions targeted at this age group to facilitate understanding and 
development of schema related to mental health, so that they may feel more positive when 
encountering mental health difficulties.
4.1.5 The effects of the children’s age and vignette type
The age of the children in this study and the type of vignette presented influenced some
aspects of two of the main themes. Making sense of others and Attitudes.
4.1.5.1 The impact of age on making sense of others
Children from all age groups were able to make sense of the situation in both the simple and 
integrated sub-themes. In the simple sub-theme all groups of children utilised their knowledge 
of emotions and medical problems to help them make sense of the situation. The younger 
children, when they were having difficulty in understanding the situation, tended to focus 
solely on minor visual aspects of the vignette. In the integrated sub-theme most groups made 
sense of the situation by explaining mental health difficulties on a continuum as well as making 
links between thoughts, feelings and behaviour. Interestingly it was only the older children 
(ages 9-11) who expressed abstract developmental explanations for why the person may be 
this way, imagining possible scenarios for the development of the mental health difficulty.
In summary, age was seen to be a factor in how the children made sense of the vignette, with 
younger children generally finding it more difficult and relying on schema around less central 
aspects of the vignette to make meaning. This supports the research of Fox et al. (2008) who 
refuted a Piagetian based stage model. A link between age and understanding was seen in the 
current study, but the younger children still provided clear and logical answers based on a 
variety of experiences and knowledge rather than magical or illogical ones as a Piagetian model 
would suggest.
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Generally, older children were more able to express abstract developmental explanations for 
the person’s behaviour. This suggests that as children grow older, they acquire more 
information and develop schemas around topics which have greater relevance to, or can 
translate to mental health, which they can utilise to make more complex meaning. The 
acquisition of information in schemas around causes of emotions, links between thoughts, 
feelings and behaviours, what behaviour is normal, and developing a theory of mind, provides 
children with more tools to assist them in generating meaning when they are not in possession 
of a schema of mental health.
4.1.5.2 The effect of age on attitudes
Children from all age groups expressed attitudes from across the attitudinal spectrum.
However, examining the specific sub-themes in more detail, some trends emerged. The more 
positive attitudes in sub themes sympathetic and holistic tended to be expressed by children in 
the older year groups. Conversely, the more critical attitudes tended to be expressed by 
children in the younger groups of year four and year three (ages 7-9). The children in the 
younger year groups were more likely to suggest that the characters were ’spoilt’, ’mean’, 
’selfish’ and ’a liar’ than the older children.
Therefore, age also appears to be a central factor in children’s attitudes. Although all ages of 
children expressed attitudes across the spectrum, there seemed to be a trend towards younger 
children expressing more critical attitudes and older children expressing more sympathetic and 
holistic attitudes. This partially supports the results of Weiss (1985) and Corrigan and Watson 
(2007) who suggest that younger children’s attitudes are more negative than oider children.
The latter formed their cognitive stage model on the research evidence from studies that 
investigated stigma relating to race and gender in children. Therefore this study may be the 
starting point for the collection of evidence for Corrigan and Watson’s cognitive stage model on 
the development of prejudicial attitudes in regards to mental health.
4.1.5.3 Impact of vignette type on making sense of others
Vignette type also had an effect on the children’s sense making. The vignette depicting a
diagnosis of psychosis in general, proved more challenging. For the vignette depicting psychosis 
most children had difficulty in making sense by drawing on specific experiences and at an 
integrated level. The process by which children were able to make sense of this was by
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focussing on a non-central specific aspect of the vignette and inferring meaning. The children 
would often focus on the main character's neighbours or the man at the bus stop and attempt 
to make meaning out of these aspects.
The children generally struggled to use their already existing related schemata to make sense 
of the psychosis vignette. Perhaps the behaviours depicted in the vignette, especially for 
younger children, were quite far removed from their normal everyday experience and thus 
contact opportunities were limited. Only some of the children were able to make sense of the 
psychosis vignette by relating it to the concept of an over-active imagination. However, there 
was the general sense that this vignette was quite confusing for the children. One explanation 
may be that the signs and symptoms of psychosis are relatively rarely experienced in children 
when compared to the other vignettes diagnoses of animal phobia, depression, and OCD (Carr, 
2004).
4.1.5.4 The effect of vignette type on attitudes
Examining vignette type in relation to attitudes expressed, some additional associations 
emerged. The more critical attitudes tended to be expressed about the depictions of people 
with the more serious mental health difficulties OCD and psychosis. Conversely, the attitudes 
towards the vignette depicting an animal phobia were almost universally positive. As above, 
when the children discussed the vignettes that depicted OCD and psychosis they were more 
likely to think that the character possessed a negative character trait, that they were 'lying' or 
that they were 'mean', 'spoilt' and 'rude'.
Perhaps as discussed above, the lack of understanding around the diagnosis of psychosis may 
have lead it to be seen as more 'alien' and interpreted as negative by the children. In contrast 
the results of the study associated with OCD, provide evidence of the expression of significant 
negative attitudes in the context of a diagnosis that had some meaning. OCD and OCD type 
behaviours are quite common in children (Carr, 2004) and this finding leads to some concern 
about children potentially holding negative attitudes and excluding their peers who display 
these behaviours.
Additionally, there seemed to be a link between age, vignette type and making sense of the 
situation. Children in the younger age groups had much more difficulty in making sense of the
Major Research Project
P a g e  I 170
vignette that depicted a diagnosis of psychosis. If a complex or integrated meaning making was 
expressed by the children, it was most likely to emerge from the older year groups.
4.2 Relationship between the themes
A tentative link can be made between aspects of two of the sub-themes in the themes Making 
sense of others and Attitudes. Generally the children who were engaging in more sophisticated 
and integrated meaning making were also expressing more sympathetic attitudes and many 
instances from the transcripts were coded in both sub-themes. Links can be made to the 
suggestion that people who have more understanding of mental health problems are less likely 
to hold stigmatising beliefs (Corrigan & Penn, 1999; Watson et ai, 2004). Perhaps as the 
children were more able to make sense of what was occurring in the vignette, they felt and 
thought that they could relate to and understand these experiences. This is also echoed in 
results obtained by Seeker et al., (1999) and Schulze et a!., (2003) who found evidence of more 
positive attitudes when the children could relate to the behaviours associated with the mental 
health problems.
These results indicate that increasing children's mental health literacy, may be beneficial in 
reducing their negative attitudes by helping them understand and relate to the emotions and 
behaviours that occur in people with mental health difficulties.
Corrigan and Watson (2007) also suggested that as children age, they acquire more information 
and their level of stigmatising attitudes falls. However, they contend that this may be due to 
the children learning the social undesireability of expressing these views. The results of the 
present study do not rule this possibility out, as there was some unease with highly stigmatising 
language, but it suggests that an increase in integrated meaning making may also influence the 
drop in negative attitudes observed.
4.3 Labelling
The phenomena observed in the focus groups of the changes in understanding and attitudes 
subsequent to a label being provided does not correspond with the prior literature on the 
effects of labelling in the adult population. All derivations of labelling theory (Scheff, 1966; Link 
et o/.,1989; Link and Phelan, 2001) suggest that the process of labelling links a deviant 
commonly held belief with the mental health label, which leads to stigmatisation. The fact that
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the children did not have fully formed schema around mental health and its associated stigma, 
may account for the very different process observed. Instead, the children were able to  use this 
mental health label to connect with other information in already present schema, which 
enriched their understanding. The children were also able to modify their attitudes based on 
their new and enriched knowledge. This suggests that providing a label to children, prior to the 
development of a fully formed schema of mental health and its commonly associated attributes 
of deviancy, may be beneficial.
4.4 Language
Some of the children in the current study used stigmatising language only to refer to the 
vignettes which depicted the more unfamiliar behaviours associated with OCD and psychosis. 
They used words such as '"crazy", "loopy" and "psycho" to describe the characters. This 
phenomena is interesting given the children's lack of a fully formed schema regarding mental 
health and its associated negative attitudes. Extant literature which may shed some light on 
why the children are using this language comes from the study of how mental illness is 
portrayed in children's media. Linguistic patterns were identified in children's media by Wilson 
et al., (2000) which associated words such as 'crazy' 'mad' and 'nuts' with behaviour that was 
illogical or irrational. Perhaps the children, though exposure to media, have learned to 
associate these terms with behaviour that is further from everyday experience. Therefore, 
children did not have to possess an adult model of these terms which relates them to mental 
health difficulties and stigma, but they may have learned to use this word for its association to 
behaviour that may be considered distinct from everyday experiences. The children may also 
have acquired the sense that it was not socially desirable to say these words, due to their 
tendency to use humour and change the subject, but without necessarily connecting this to 
mental health diagnoses.
4.5 Clinical Implications
The results of the present study suggest a number of clinical implications for reducing stigma 
and discrimination regarding mental health. The results indicate that children are in the 
possession of negative attitudes, but they are still in the acquisition stage in developing schema 
around mental health difficulties. This suggests that intervention programs targeted at primary 
school aged children to assist them in developing inclusive and holistic schema around mental
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health could be a potentially useful additional strategy for combating stigma in the population. 
Two potentially viable options are intervention through the media and targeted intervention in 
primary schools.
To capitalise on the influence that children's media exerts on their beliefs and attitudes, the 
findings from this study may be used as guidance to develop positive story lines around mental 
health difficulties in children's media. Recommendations may be made to programme 
developers and authors on how to present media that encourages the development of anti- 
stigmatising and/or inclusive schema in children that consume this media.
An alternative option may be to develop specifically targeted intervention programmes in 
primary schools that will sit alongside the current curriculum on social and emotional aspects 
of learning (SEAL). This guidance from the Department for Education and Skills (DfES, 2005) 
promotes personal and interpersonal social, emotional and behavioural skills for children in 
primary schools. The findings from this study may be used to create classroom based activities 
that discuss mental health difficulties in an age appropriate fashion, which serve to develop 
children's schema and stereotypes around mental health in an inclusive manner. Perhaps a 
programme incorporating indirect contact through stories to increase knowledge, which 
provides labels and schema around mental health and includes an element friendship with 
people with mental health problems, may be beneficial.
One of the outcomes of developing such schema in children may be that children who are 
affected by mental health difficulties may not only be less affected by self-stigma, but also 
discrimination and social exclusion from their peers. These interventions will need to be piloted 
and measured for effectiveness in future research. This and additional future research will be 
discussed in detail below.
4.6 Further Research
As this study was a preliminary investigation into the understandings of and attitudes towards 
mental health difficulties in children, a great deal of further research is required in this area. As 
discussed above, the development and piloting of an intervention programme in primary 
schools is the logical follow-on from the findings of this study. To complete this study the
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development of tools and measures specifically designed to capture changes in children's 
knowledge and attitudes also need to be developed.
To add additional information to the literature base, a longitudinal study which investigates 
schema formation around mental health is indicated. There is a gap between the findings of 
the current study which suggests that children in primary school are not yet in possession of 
schema around mental health and the literature on adolescents which suggest that they 
already possess stigmatising attitudes (Lindley, 2009; Pinfold et al., 2003; Sholl et al., 2009). An 
inductive study that not only investigates age, but also influences on schema formation and 
when it stabilises in the transition from childhood to adolescence, might be useful in devising 
additional intervention programs in this age group.
Some interesting results emerged from this study, but due to the nature of the research making 
strong associations and links was not possible. Therefore, in future research it may be helpful 
to extend the literature base by examining the possible links between age, knowledge and 
attitudes that were alluded to in the results of the current study. An investigation into these 
factors, in a large scale quantitative study, may help us to determine the presence and strength 
of a relationship between age and mental health knowledge in children, whether there are 
other mediating factors such as contact and whether these have a relationship with children's 
attitudes.
Additionally as part of the above study, an investigation into the possible effects of socio­
economic status (SES), culture and gender on knowledge and attitudes might be investigated. It 
was indicated in previous literature on stigma in the adult population, that these may be 
influencing factors. However, in the current study there was no indication of this and it would 
be helpful to understand whether these are influencing factors in children as well as adults.
Finally, the results from this study indicate that children find it useful to have certainty in their 
social world, and providing children with labels of mental health difficulties was seen as a 
beneficial way to assist with their understanding and social inclusion. However, further 
research needs to be conducted into what children and adults who experience mental health 
problems think about this strategy. It is quite possible that service users and practitioners who 
use these labels may have different perspectives on the utility of this approach and as a result
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conducting some research, exploring beliefs from these viewpoints on how to best educate 
children about mental health may illuminate the direction of travel.
4.7 Critical Evaluation
As with all research and research methodologies, this study is not without its limitations. The 
decision to utilise focus groups with children was influenced by prior research and guidelines 
on the suitability and effectiveness of interviewing children in this way. Stigma was seen to be a 
social phenomenon that is created, influenced and maintained through social interaction and 
thus focus groups rather than individual interviews were seen as the most appropriate format 
in which to capture the data sought. In the focus groups children were observed to be 
exploring ideas with each other and engaging in conversation rather than answering questions 
as they might have been in individual interviews. However, to critically evaluate this research 
the potential limitations of this interview method must be taken into account. Although the 
researchers were mindful of children who were less talkative and encouraged them to join the 
conversation, quieter children may not have had as much of an opportunity to voice their 
opinions as they would have in individual interviews.
Additionally, there may have been some children who had quite different beliefs and opinions 
to those who had dominant voices in the group who felt unable to express them. Prior to 
beginning the research this was acknowledged and resulted in the development of one of the 
'warm-up' games which encouraged alternative viewpoints. The researchers also attempted to 
encourage dissenting viewpoints in the groups by asking questions such as "who doesn't agree 
with (child)" and "who has a different opinion to (child)". However these strategies may not 
have been enough to address this issue, which is a common criticism of focus groups with 
young people (Krueger & Casey, 2000). Linked to this, is the potential influence of social 
desirability affecting the children's conversations. Consideration of this phenomena occurred in 
the initial coding of the transcripts and potential situations were identified. Analysing these 
excerpts shows that there were some instances where it was possible the children struggled to 
express negative views. However, as seen especially in the theme of attitudes and language, a 
number of children were able to express some quite negative attitudes and use stigmatising 
language in the group. Although social desirability may have influenced the discussion at some
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time points, it did not seem to affect the overall range of opinions that were expressed in the 
groups.
A critical examination of the participant sample is also required to ascertain any potential 
effects on the results of the study. The two schools were chosen on the basis of their differing 
socio-economic status (SES) as prior research suggested that this may have an effect on 
knowledge and attitudes (Wahl, 2002). However, when analysing the themes for the potential 
influence of age and vignette type, an influence of SES did not emerge. This study may have 
been too small for such an effect to emerge, or perhaps the methodological type was not 
optimal for detection. Similar to the present study though, more similarities than differences 
between high and low SES in perceptions of mental health difficulties was found in a study of 
105 ten year old children by Roberts et al. (1984). This suggests that SES differences may not 
always emerge, even in larger studies.
Linked to this, is an examination of the ethnic and cultural context in which the study was set. 
According to the Office for National Statistics 2001 census data, the urban town in which the 
study was conducted, has approximately similar ethnic diversity compared to the whole of 
England. Although we did not explicitly ask for the ethnic or cultural group to which the child 
belonged, almost all of the children were observed to be from the dominant ethnic group. It is 
unclear whether the results of the current study were affected by an under-representation of 
the voices of ethnic minorities in the focus groups as prior research with children in this area 
has not explored the phenomenon. However, some studies with adults have found an influence 
of ethnicity on attitudes towards mental health problems (Chung et al., 2001). Therefore it is 
certainly possible that this trend would also be seen in children.
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5. Conclusion
This study investigated children's understanding and attitudes towards mental health 
difficulties and explored the various influences on these factors. The findings suggest that 
children of primary school age have not yet fully developed a schema around mental health 
and are still in the information gathering stage. Because of this, they actively search for 
meaning using related schema and their developing theory of mind to help them understand. 
Children do display negative attitudes, but there seems to be a connection between a more 
integrated understanding and more sympathetic and holistic attitudes. This combined with the 
children's desire for certainty, suggests the development of intervention programmes for this 
age group.
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Appendix A
Vignette Examples and Scripts
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Vignette 1 (animal phobia) 
Slide 2
One day they were playing football and 
Daniel went over to pat a friendly dog 
that had run into the playground
Slide Text
number
1. (Narrator) Daniel and Jack like to play football at school at lunch time.
2. (Narrator) One day they were playing football and Daniel went over to pat a friendly
dog that had run into the playground.
3. (Narrator) Daniel suddenly noticed that Jack wasn't around.
4. (Narrator) He turned around and saw that Jack was frozen in place, his eyes were
wide open, his face was pale and he was breathing fast and loudly.
5. (Daniel) What's up Jack? What's the matter?
(Jack) I'm going inside.... I don't want to play football outside anymore if there are
dogs there.
6. (Daniel) Why not? He is a friendly one., look!
(Narrator) Jack ran towards the head teacher's office crying.
7. (Narrator) Now Jack says he doesn't want to play outside with Daniel at lunch time 
anymore. He only wants to play football on his computer at home.
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Vignette 2 (Obsessive Compulsive Disorder)
Slide 3
H): One day Lucy didn't come back after lunch, 
Her teacher went to see where she was. 
She found Lucy in the toilets washing her 
hands.
Lucy, it's time to come 
back to class now.
Slide
Number
Text
1. (Narrator) Lucy's desk is always neat and tidy at school. She does not let people 
borrow her pencils as she likes to keep them in a row on her desk.
2. (Narrator) Lucy takes a long time to finish her school work, so that she doesn't make 
any mistakes. But sometimes she is so worried about making mistakes that she 
makes holes in her paper with her eraser.
3. (Narrator) One day Lucy didn't come back after lunch. Her teacher went to see 
where she was. She found Lucy in the toilets washing her hands.
(Teacher) Lucy, it's time to come back to class now.
4. (Lucy) I have to finish washing my hands.
(Teacher) Ok I'll wait here Lucy, what are you doing now?
5. (Lucy) I have to start again, because you interrupted me. I'm not sure if I washed 
them in the right order.
6. (Narrator) Lucy began to wash her hands again making sure that she did all the parts
in the right order.
7. (Narrator) When she had finished the teacher noticed that her hands were all red
and looked quite sore.
8. (Narrator) Lucy went back to class with her teacher and began to line up her pencils
as they were not straight.
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Charlie, why are you 
looking out your
« I 11 I A I I Ê + 0
It's my neighbours, I heard 
them last night outside my 
window whispering about me.
H
Slide
Number
Text
1. (Narrator) Charlie used to be one of Jacob's good friends but he hasn't seen him 
around much lately. Jacob went over to Charlie's house on the weekend for the first 
time in months.
2. (Narrator) Charlie didn't want to go outside so they decided to play computer 
games. Charlie hardly spoke to Jacob except to tell him when it was his turn.
3. (Narrator) Jacob noticed that Charlie had started to stare out his window and he 
looked frightened.
4. (Jacob) Charlie, why are you looking out your window like that?
(Charlie) It's my neighbours, I heard them last night outside my window whispering 
about me.
5. (Jacob) Why would they be whispering about you Charlie? Are you sure it wasn't 
just the wind?
(Charlie) It's because I have a special power. I can do things with my eyes.
6. (Charlie) Did you see that? When I stared at that man across the street he turned 
and walked the other way. I can also make buses go past when I want to. Look!
7. (Narrator) But Jacob cou!d not see out of the window. He decided to continue 
playing the game and tried to beat Charlie's high score.
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Vignette 4 ^depression)
Slide 3
Megan went to look for Chloe and found her 
sitting on her own near the classroom door with 
her head in her hands
Hi Chloe. W here  have 
you been?
I don’t w ant to go { 
outside, it's no fun 
anym ore. Nobody  
likes m e anyway.
Slide
number
1.
2 .
3.
Text
(Narrator) Megan and Chloe are in the same class at school and used to play 
together at break time.
But lately Chloe hasn't been talking to anyone in class and always looks sad. Meghan 
had not seen Chloe around at lunch time for the whole week.
Megan went to look for Chloe and found her sitting on her own near the classroom 
door with her head in her hands.
(Megan) Hi Chloe. Where have you been?
(Chloe) I don't want to go outside, it's no fun anymore. Nobody likes me anyway. 
(Megan) Loads of people like you... Don't be silly...Do you want some of my crisps? It 
might make you feel better? Or we could go and play over at the monkey bars? 
(Chloe) No thanks, I don't feel like eating. I think I would just rather stay here on my 
own. I'm no good at anything.
(Narrator) Chloe started to cry and Megan gave her a hug, but Chloe didn't stop 
crying.
Megan gets worried and goes and finds their teacher in the staff room and tells her 
about Chloe. The teacher calls Chloe's mum who comes to collect her.
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Appendix B
Interview Schedule
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Interview Schedule
1. What do you think is happening in this story?
a. Why do you think this person is behaving this way?
2. How do you think (main character) is feeling?
3. If you were (main character's) friend how would you feel?
a. What would you do?
4. Do you think an adult would behave in this way?
5. Do you think that this person would have many friends?
a. Would you want to be friends with the person in the story?
6. This story is about a person with (insert diagnosis) what do you know about that?
7. Would that make it more or less likely that you would be friends with (main character)?
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A ppendix C 
Information Sheet and Consent Form
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UNIVERSITY OF
SURREY
Exploring understandings of mental health, behaviour and 
language in primary school aged children
INFORMATION SHEET
Your child is invited to take part in a study being conducted by Tracy Johnson as part of her 
Doctorate in Clinical Psychology course at the University of Surrey. This information sheet is 
provided for your information so you can make an informed choice regarding your child's 
participation.
If you agree t o your child participating in this study, please complete the form on the last page 
and return it in the self addressed envelope provided by Monday 18^  ^October.
Before you decide, you need to understand why the research is being carried out and what it 
will involve for your child as a participant. Please take time to read the following carefully.
What is the purpose of the studv?
We are interested in what children understand about common mental health problems and 
their associated behaviours, how they react to these problems and what language they use to 
describe them. The mental health problems that will be used for discussion are: animal phobia, 
depression, obsessive-compulsive disorder and psychosis. This information will be used to 
develop additional educational material for primary school children which aims to create 
understanding and positive attitudes towards mental health.
Whv have I been approached?
The head teacher of your child's school has agreed to the school's involvement in this project 
and we are inviting children from years 3-6 involved in the school council to take part.
What will happen if I agree that mv child mav take part?
Your child will participate in a discussion group with 3-4 other children of their same gender 
and age. This group will last for approximately 1 hour and it will be conducted at your child's 
school during class time which has been agreed by your child's teacher.
It will involve the children watching to some short cartoons about a number of fictional 
children and then answering some questions about what they have seen. This will be audio
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recorded and the content of the discussion will be analysed for themes that appear across the 
different focus groups.
The children will be given some age appropriate information regarding the research and asked 
to give their own consent.
What are the possible risks of taking part?
We have taken special care to reduce any risks associated with your child taking part in the 
study. The researchers conducting the focus groups have experience with conducting such 
groups and working with children. The short stories will be screened carefully for 
appropriateness for children and they will be pre-tested in these age groups prior to their use 
in schools. Professor Rupert Brown and Dr Robin Banerjee from Sussex University who have 
experience of undertaking such investigations, and Vicki Lader who has experience of working 
with primary age children on the TaMHS (targeted mental health in schools) project have been 
consulted on the design of the study.
In the unlikely event that a child becomes distressed at any stage of taking part in the focus 
groups they will be encouraged to leave the group. Normal school procedures will be followed 
to provide support. A staff member of your child's school will be present during the focus 
groups.
What are the possible benefits of taking part?
We cannot promise that the study will benefit your child directly. However, it is expected that 
the information obtained from this research will benefit children in the future who take part in 
the education programme that will be developed from the results of this study. This education 
programme will attempt to foster the creation of beliefs and attitudes that reflect a more 
inclusive understanding of mental health and will compliment the pre existing social and 
emotional aspects of learning (SEAL) curriculum.
Will the information I provide be kept confidential?
Your child's confidentiality will be carefully safeguarded in accordance with the Data Protection 
Act (1998). Standard rules regarding confidentiality will apply so that this will only be broken 
should there be evidence of risk to your child or to others. Your child's name and any other 
identifiable information will be removed from the transcripts of the information they provide, 
stored separately to the data and destroyed 5 years after the completion of the study.
What will happen to the results of the research studv?
The results of this study will be written up for the Doctoral thesis of Tracy Johnson and it is also 
expected that the study will be submitted for publication in a psychological journal. No 
participants, schools, or people will be identified in any publication however some anonymous 
quotes from the focus groups may be used. If you would like a summary of the results, please 
let us know and this will be sent to you by email.
Does this studv require ethical approval?
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This study has been approved by the University of Surrey Faculty of Arts and Human Sciences 
Ethics Committee.
Does mv child have to take part?
Taking part in the study is entirely voluntary. You do not need to give a reason if you do not 
wish your child to participate and you are free to withdraw your consent at any time. Refusing 
or withdrawing your consent will have no effect on your child and their education.
If you ^  wish for your child to take part, please complete the attached form and return it in 
the envelope provided.
Contact Details
If you would like to know any additional information about the study, or if you would like to 
discuss anything further, I can be contacted by email on t.l.iohnson@surrev.ac.uk
Or my supervisor. Dr Kathryn Greenwood can be contacted on kathrvn.greenwood@kcl.ac.uk
Thank you for taking the time to read this information sheet
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UNIVERSITY OF
SURREY
Exploring understandings of mental health, behaviour and 
language in primary school aged children
Please return this page in the supplied addressed envelope if you give consent for your 
child to take part in the above named study.
give consent for my child to be involved in the above named study.
Name of Child/Young Person:
Name of Person with Parental Responsibility:
Signature of Person with Parental Responsibility:
Date:
If you do not give your consent for your child to be involved in the study, you do not 
need to do anything. Howeyer, please keep this information sheet for your records.
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Appendix D
Information Sheet and Assent Form for Children
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^  UNIVERSITY OFm SURREY
INFORMATION SHEET FOR CHILDREN AND YOUNG PEOPLE
My name is Tracy Johnson and I am completing some research at your school as part of my 
degree at the University of Surrey.
W hat is research? Why is this project being done?
Research is a way that we try to find out answers to some questions.
I am trying to find out what children like you think about some stories that I have made up 
about other young people your age. I am doing this so that we can figure out the best way that 
your school can teach you about the way that people can think, feel and behave.
W hy have I  been asked to take part?
I have talked to your head teacher and class teacher. They have said it was ok for me to ask you 
to take part in the research. I have also given your parent(s) some information and they said it 
was ok for you to take part as well.
Do I  have to take part?
No you do not have to take part if you do not want to. I f  you do not want to take part, please 
tell your parents or class teacher, or you can tell me if you prefer. Even if you decide later on 
that you don't want to take part that is ok as well, just let someone know and you can stop 
being involved in the research.
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W hat w ill happen If I  take part in the research?
You and 4 or 5 other children, who are the same age and gender as you will take part in a 
special kind of group called a focus group. In the group you will be asked to look at a series of 
cartoons that tell a story about some other children. I will then ask some questions about these 
stories.
The focus group will be held in school time and your class teacher has said that it is ok for you to 
do this. The focus group will take no more than an hour and there will be someone from your 
school in the room with me and another person who is working on the research.
W ill the things I  say be kept private If I  take part?
Yes everything you say will be kept private to people not in the group. I will be tape recording 
the group to help me keep track of all the things that are said. These recordings will be kept 
very safe and no one else will be allowed to listen to them. When I write about what I have 
found out from the research I will give you a pretend name so that no one can find out that you 
took part in the research.
Are there risks or benefits of taking part?
Before any research is allowed to happen it has to be checked by a group of people that make 
sure that the research is fair and does not cause a risk to children. This research has been 
checked by people at the University of Surrey and they have said that it is ok for children to do 
this research.
I cannot promise that being in this research will help you directly but it might help some children 
in the future to understand more about the way people think, feel and behave.
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^  UNIVERSITY OFm SURREY
ASSENT FORM FOR CHILDREN AND YOUNG PEOPLE
Please circle your answer to the questions below
Have you read (or had read to you) information about this research? 
Do you understand what this project is about?
Have you asked all the questions you want?
Do you understand that the focus group will be recorded?
Do you understand that what you say will be kept private?
Do you understand it's OK to stop taking part at any time?
m  %
Yes No
Yes No
Yes No
Yes No
Yes No
Yes No
Are you happy to take part in the research? Yes No
If  any answers are 'no' or you don't want to take part, don't sign your name! 
I f  you do want to take part, you can write your name below
Your name
Date
Tracy Johnson the person who is conducting the research needs to sign tool
Print Nam e________________________________
Sign________________________________
D ate________________________________
# I
Thank you for your help!
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Appendix E
Evidence of Ethical Approval
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V  U N IV E R S IT Y  O F
1,3 SURREY
Dr Adrian Coyle
Chair: Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Tracy Johnson 
PsychD Clinical Trainee 
Department of Psychology 
University of Surrey
23 August 2010
Dear Tracy
Faculty of
Arts and Human Sciences
Guildford, Surrey GU2 7XH UK
T: +44 (0)1483 689445 
F: +44(0)1483 689550
www.surrey.ac.uk
Reference: 475-PSY-10 RS
Title of Project: Exploring understandings of mental ill health and the emergence of 
stigma in primary schooi aged children
Thank you for your re-submission of the above proposai.
The Faculty of Arts and Human Sciences Ethics Committee has given a favourable ethical 
opinion.
If there are any significant changes to this proposal you may need to consider requesting 
scrutiny by the Faculty Ethics Committee.
Yours sincerely
Dr Adrian Coyle
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Appendix F
Debriefing Sheet for Children
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Thank You!
Please take th is sheet home, so you can look at it in the  fu tu re .
M
Thank you fo r  partic ipa ting  in the  group discussion today!
In the  group we ta lked about some cartoon ch ildren and the  th ings th a t 
they said and did.
The th ings we ta lked about in the  group today w ill help the  researchers to  
find  ou t w ha t ch ildren like you understand about o the r people and how  
you describe them .
If you are fee ling upset by anyth ing th a t we ta lked about in the  
group today, please d o n 't be afra id to  te ll som eone. You can 
te ll you r parent(s), o r you r teacher.
If you w ou ld  like to  contact Tracy or her supervisor Dr Kathryn G reenwood 
your head teacher and your parents have in fo rm a tion  on how  to  speak to  
us.
0
If you w ou ld  p re fe r to  ta lk  to  som eone else in private, you can 
contact Childline on 08001111
Or you can go to  th e ir  w ebsite  at www.childline.org.uk 
w here you can chat online, em ail, o r v is it a message 
board.
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A ppendix G 
Thematic Map
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Appendix H
Sample Anonymised Transcript with initial Coding
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School B Year 5 /6
Vignette 1
R: OK guys, can anyone tell m e w h at they  th ink is happening in the  
story? William?
W illiam: Well basically Jack and Daniel w ant to.... Well Jack and Daniel 
w ere playing football, basically Daniel urn found a dog and he started 
stroking him but I think Jack is scared of dogs and so he don't w ant to  
play outside anymore and he wants to  go indoors. But um Daniel don't 
w ant him to, don't w ant to  be lonely.
R: ok great, anyone else have any ideas, yep Ava?
A va: Basically it's a bit like w hat William said and like it's., it is like Jack 
aint really like friends with dogs and maybe he is like allergic to animals. 
R: ok yep, anyone else's ideas? Jackson or Alexis?
Alexis: Maybe he could play it in home like a garden or park 
R: ok yep. Does anyone think., we had that Jack might be allergic that 
Jack might be scared, w hat else do we have? Anyone else have any ideas 
about what's happening with Jack?
(unknown male) He might have had a dog before but he was quite fierce 
and he don't w ant to  be near anymore.
R: ok yep, Ava?
Ava: W ell he might have had a dog before and it might have died and he 
didn't and he had his memories back and he didn't like it.
R: ok great yeah. Does anyone else know  w h at Jack is feeling? Any 
ideas? Ava?
Ava: He might be feeling scared and frightened.
R: mmm, Alexis, do you know w hat Jack is feeling?
Alexis: um frightened.
R: Frightened, yup 
William: passive
R: passive, that's a good word, w hat do you mean by passive?
William: Basically he's trying not to  be too nasty, or too nice so he is 
going to be passive to  them , and say "oh I don't really w ant to  play out 
here if dogs are going to  be here, so I'm going indoors".
R: uh huh, great. Jackson did you have any ideas?
Jackson: Shocked
R: shocked? Good word, ok. If you w ere  Jacks friend, how  w ould you 
feel? Ava?
Ava: A bit sad, or you might go indoors to go and play with him on the  
com puter maybe.
R: why sad?
Ava: because he w ent in and maybe Daniel didn't know that he didn't like 
dogs.
R: yep, cool.
Alexis: Maybe he is really hurt 
R: mmm really hurt yep. Boys?
William: Confused cause you don't know what is happening and when  
while Jack is going indoors.
R: yep great. Ok so. Do you think an adult would behave the way that 
Jacks' behaved?
(many) no, yes, maybe not
R: so we have one yes from  William, a maybe not from Jackson and 2
Physical explanation 
Emotional understanding 
Understanding a connection 
between an emotion and a 
behaviour
If you are friends with the person 
you will be lonely 
Personal impact of someone’s 
problems
Minimising language
Medical framing of a psychological
problem
Character should adapt play 
Providing a solution to the problem
The problem is not the character's 
fault
Developmental understanding of 
the problem 
As above
Using example from own 
experience to make sense 
Emotional understanding
Emotional understanding
Emotional understanding
People with this problem can 
control their behaviour
Emotional understanding 
More extreme emotion
Adapt play to include character 
Personal impact of someone's 
problems
This problem would be confusing if 
you were their friend
Personai impact of someone's 
problem
Not knowing why someone is 
behaving this way is confusing
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no's from the girls.
Alexis: um I think maybe, maybe.
R: maybe a maybe, ok cool. Do you th ink th a t Jack would have many 
friends?
William: yeah
R: a yeah from W illiam. Ava.
Ava: he might... I think he does have friends but they mostly like playing 
football outside and he might not like it still.
R: ok cool.
Alexis: maybe his friends would like playing indoors and he w ant to  play 
with them .
R: mmm yeah yeah. Ok W ould  you w ant to  be friends w ith  Jack?
(males) yes
R: tw o yeses from the boys.
Alexis: yes 
Ava:yes
R: yes and yes, ok... So this story is about a person w ith  som ething called 
a phobia
Jackson: I know that 
R: do you know that?
Jackson: From "I'm  a celebrity"
R: From I'm a Celebrity?
Jackson: w ith that lady
R2: Go on w hat does phobia mean?
Jackson: a phobia means that you are scared of something.
R2; Oh ok
Jackson: This lady (Alexis: I have heard of it) I am talking about she is 
scared of everything, except (inaudible) so it is a serious phobia.
R: serious phobia, ok
R2: and you w ere going to say something. Flave you heard of that? W hat 
do you think it means
Alexis: I don't know, but I have heard it somewhere 
R: you guys have you heard of w hat a phobia is?
(both) no...
R2: No, ok
R: so now  you know th a t Jack has a phobia, would you be m ore or less 
likely to  play w ith  him?
(many) more...
Alexis: and I would I would still like him to  be a best friend, still wanting
to play with him
Jackson: I have a fear o f dogs
William: so basically if you had like if I had one, and he had one I could go 
and play with him.
R2 ok yeah, (R: you had something in common) you would play with him
Ava: it doesn't m atter if you have a phobia or not just cause you are not
that much different cause you are all people
R:Yeah good point
William: Everyone is the same
R: Everyone is the same, thanks William, excellent. That was the first one, 
does anyone else have anything to say that we haven't talked about? No?
Note: Potential for social 
desirability affecting answers
If you have this problem you will be 
lonely
Attempt to accommodate the 
needs of the out-group 
Express desire for friendship 
despite character being in the out­
group
Possible social desirability affecting 
answers
Impact of medial on knowledge 
Indirect contact
Phobia means scared of something 
Understanding of mental health 
label and meaning 
Phobia is a serious problem 
Understanding of mental health 
label and meaning
Recognition of mental health label 
but not meaning
Labelling leads to a desire for 
friendship
Labelling leads to normalising and 
acknowledgement in self 
People with phobias should form a 
group
We all have various aspects of 
ourseives
Minimisation of difference
We are all the same
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